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ABSTRACT

In spite of several interventions put in place to encourage the patronage of facility-based child birth
services in Ghana, the rate of facility-based delivery is still low (57%). Poor quality and
dissatisfaction with facility-based child birth services account for the low utilisation of facility-
based child birth services. In order to attain the national target of having 80% facility-based
deliveries in Ghana, there is the need to provide quality child birth services that meet women’s
expectation. The purpose of this study is to examine the factors that influence women’s satisfaction
with child birth services in the Tamale metropolis of Ghana. A cross-sectional survey using a
structured questionnaire was employed to get the responses of 385 postnatal women delivered
through Spontaneous Vaginal Delivery (SVD) and Caesarean Section (CS) in postnatal wards of
the study hospitals. Data were analysed by using frequencies, chi-square test of independence and
logistic regression model to identify the factors that influence women’s satisfaction with child birth
services. The logistic regression showed that the main factors that influenced women’s satisfaction
with child birth services were: cost of child birth services (OR =1.73, p = 0.023 ), availability of
a waiting area for clients and their relatives (OR=2.36, p = 0.020), assurance of privacy (OR=1.73,
p =0.042) and age of the respondents, 21-30 years (OR=2.36, p = 0.000) and above 30 years (OR
=5.67,p=0.000 ). There is, therefore, the need to sustain the policy exempting women from direct
payment for child birth services as well as improve the quality of the infrastructure in the study

hospitals by providing waiting areas for clients and their relatives.
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CHAPTER ONE
INTRODUCTION
1.0 Introduction

This chapter examined the background of the study, the research problem statement, overall and
specific objective(s) as well as research questions. Further, study significance, scope, limitation
and definitions of key terms are presented. The chapter concludes with a discussion on the outline

of the entire study.

1.1 Background of the study

Satisfaction with healthcare services is a complex and multidimensional issue, but one which also
seems to have attracted considerable attention from researchers in recent times and recent past
(Hollins Martin & Fleming, 2011; Sawyer et al, 2013). Additionally, measuring service recipient
satisfaction with healthcare, child birth services included has been identified as a strategy to
improve the quality of healthcare (Goodmann et al, 2004; Srivastava et al, 2015).

Studies thus far have shown that pregnancy-related causes and complications during child birth
claim the lives of about 289,000 women every year, globally. About 99% of these deaths are from
developing countries, especially from Sub-Saharan Africa and southern Asia (WHO & UNICEF,
2012). According, to the World Health Organisation (WHO, 2012), one out of six women in
developing countries die from pregnancy-related cause compared to one out of 30,000 in the
advanced countries. This can be attributed to the fact that healthcare delivery in developing
countries is characterised by poor medical care, an insufficient number of highly skilled health

professionals, poor referral systems and wrong diagnosis and treatment (Soma-Pillay et al, 2008).
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Facility-based child birth services, in particular, is attributed to the poor quality and lack of
adequate care to effectively and timely manage pregnancy and child birth complications that are
life-threatening (Althabe et al, 2008).

To end all these preventable deaths that arise from pregnancy-related causes requires the provision
of good quality antenatal, delivery and postnatal services (Avortri et al, 2011) as well as focused
attention on high impact interventions and strategies aimed at improving quality of healthcare
(Chou et al, 2015). Some of these strategies include institutionalisation of quality assurance
measures to obtain information from mothers regarding facility-based child birth services for
appropriate and corrective timely decision making (Avortri et al, 2011).

Incorporating care recipients (in this case postnatal women) views in healthcare decisions result in
improved medical care and better healthcare decisions that enhance acceptability and utilisation of
facility-based child birth services (Vahdat et al, 2014). Mother’s views in making health care
decisions are also identified as a way through which greater satisfaction with child birth services
can be attained (Mateji¢ et al, 2014). Adopting a friendly approach to delivering facility-based
child birth services is also necessary to reduce dissatisfaction among women thereby increasing
the uptake of child birth services in health facilities (Okonofua et al, 2017).

The WHO has also for the past two decades maintained that, the provision of healthcare that
meets recipients expectations should be a major objective of health systems (WHO, 2000) and
recommends that an assessment of women health care satisfaction during pregnancy-child birth
continuum be carried out to improve healthcare quality (Althabe et al, 2008; WHO, 2004).

Sixma et al, (1998), defined satisfaction as “the state of pleasure or contentment with an action,
event or service and it is to a large extent determined by care recipient’s expectation and

experience” (Sixma et al, 1998). Models of patient satisfaction (discrepancy and fulfillment
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theory) are relied on to define maternal healthcare satisfaction (Christiaens & Bracke, 2007).
Fulfillment theory states that a service recipient satisfaction is determined by the outcome of
present experience, past experiences are not of the essence. The discrepancy theory suggests that
satisfaction is determined by the difference between what is expected and what actually happens
(Sawyer et al, 2013).

Measuring clients satisfaction with healthcare has gained a lot of attention because, it is regarded
as a means to ensure efficiency, effectiveness and accountability in health systems and a key
indicator component of the quality of care that health facilities provide ( Camgoz- Akdag &
Zineldin, 2010).

Satisfaction with child birth services is influenced by multiple factors and provides ways by which
health facilities can improve child birth services (Gungor & Beji, 2012). Satisfaction with child
birth services makes women confident throughout their healthcare encounter and influences
maternal-neonatal well-being (Leap et al, 2010; Meleis, 2010). Studies in the past suggest that
dissatisfaction with child birth services increased the risk of developing post-partum depression
and anxiety, resulting in aversion for future birth in health facilities (Bertucci et al, 2012;
Mohammad et al, 2011; Waldenstrom et al, 2006).

The WHO, (2008) identified seven (7) domains through which satisfaction with healthcare can be
assessed. These domains are; general satisfaction, interpersonal aspect of care, communication,
the technical quality of care, time spent with a healthcare provider, the financial component of
healthcare and lastly, the ease with which healthcare provider is contacted. Aside the above-
mentioned domains, care recipient’s personal characteristics such as age and sex, income,
educational status among others are partly responsible for their attitudes towards the care process

and the value they accord health care (Findik, Unsar, & Sut, 2010).
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In order to improve upon the quality of healthcare, particularly among women seeking child birth
services, researchers, academics and policymakers rely on information from satisfaction surveys
which tend to provide objective perspective of women perceptions and experiences with child birth
services (Al-Abri & Al-Balushi, 2014). Notwithstanding the immense importance of satisfaction
surveys in the healthcare delivery process, little attention and priority are given to the actual
implementation of findings and conclusions originating from these surveys (Boyer et al, 2006 ).

Following the scale up efforts to reduce maternal mortality determining factors that influence
women satisfaction with child birth services has become necessary (Coeytaux et al, 2011). This
study sought to assess the factors that influence women’s satisfaction with child birth services in
the Tamale metropolis of Ghana. It is expected that findings from this study will reveal aspects of
child birth services that either cause satisfaction or dissatisfaction among women with an intent to

advocate for an improvement in child birth services.

1.2 Problem statement

Quality of healthcare in Ghana is affected by poor staff attitude, long waiting times, the high cost
of healthcare services, inadequate healthcare staff, the policy of paying for health services,
frequent referrals to hospitals and lack of ambulances at health facilities (Turkson, 2009). Child
birth services are poor with the northern part of the country having to deal with the greatest of this
challenge due to inadequate healthcare infrastructure, poor access to health facilities and lack of
proper referral systems (Ministry of Health, 2008).

Over the years in Ghana, measures have been put in place to improve the quality of maternal
services in order to reduce the number of women that die from pregnancy-related causes (Osei et

al, 2005). For instance, the National Safe Motherhood (SM) Programme was launched in 1995
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aimed at improving the quality of maternal services. Other notable interventions such as the
Community-based Planning and Services (CHPS) concept, free antenatal care (ANC) to all
pregnant women and exemptions from facility-based delivery fees among many other initiatives

are in place to increase the utilisation of facility-based maternal services (GHS, 2009; GSS, 2008).

In the midst of all these measures, the proportion of deliveries that occur at health facilities where
skilled delivery is readily available in Ghana is 56.2% which is below the national target of 80%
(GHS, 2017). The situation is even worst in the northern region where this study is conducted with
the proportion of facility-based delivery at 37% with the region witnessing an increased risk of
maternal mortality from 2014 — 2016 (GHS, 2017). Poor quality of care and dissatisfaction with
child birth services remain the main reason for the underutilisation of facility-based childbirth
services. For instance, poor healthcare provider’s attitudes (shouting and scolding) have
discouraged several women from using facility-based child birth services and causing them to

resort to home deliveries (Yidana & Issahaku, 2014).

In Ghana, a number of studies have been conducted to determine the factors that influence
women’s satisfaction or dissatisfaction with child birth services ( Avortri et al, 2011; Moyer et al,
2013). Nonetheless, satisfaction with child birth services studies has often focused on normal
deliveries. This study, therefore, sought to assess the factors that influence women’s satisfaction
with child birth services in the Tamale metropolis of the northern region of Ghana using normal
and caesarean deliveries. The findings of this study will provide aspects of child birth services that

cause satisfaction or dissatisfaction among women and inform policy direction.
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1.3 Objective of the study

The main objective of this study is to assess postnatal women’s satisfaction with child birth

services provided at three selected public hospitals in the Tamale metropolis of Ghana.

1.3.1 Specific objectives(s)

The specific objectives are to:

1. Assess postnatal women’s level of satisfaction with child birth services.

2. Examine the effects of demographic characteristics on satisfaction with child birth services.

3. Identify health facility factors that influence women’s satisfaction with child birth services.

1.4 Research questions

The research questions addressed by this study are:

1. What is the level of postnatal women’s satisfaction with child birth services?

2. Do the demographic characteristics of postnatal women affect their satisfaction with child
birth services?

3. To what extent do health facility factors influence women’s satisfaction with child birth

services?

1.5 Significance of the study

The study significance is in line with policy, practice, theory development and research. Pertaining
to policy, determinants of postnatal women’s satisfaction with child birth services will be

identified. Understanding of factors that determine women’s satisfaction with child birth services
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will assist both health policy makers and planners to come out with tailored programs aimed at

meeting women’s expectations and to review health policies in line with best practices.

Literature has it that an indicator that can be used to measure healthcare quality is the satisfaction
of the care receiver. Healthcare providers (both clinical and non - clinical) will through this study
get a better understanding of aspects of child birth services that are of acceptable quality and or
otherwise. This understanding will guide healthcare providers in the discharge of their duties.
Conducts of health professionals that result in unfulfilled or unsatisfied health outcome will be

better addressed.

Using the Donabedian’s framework of structure, process and outcome will help to test the
framework’s efficacy within the Ghanaian context. Lastly, this study builds upon the growing
current knowledge that exists on women’s satisfaction with child birth services. It could also serve
as a reference material to both students and researchers that intend embarking on future research

on women’s satisfaction with child birth services.

1.6 Scope of the study

The study focusses on factors influencing women’s satisfaction with child birth services in the
Tamale metropolis of the northern region of Ghana. The study is limited to the three public
hospitals (Tamale Teaching Hospital (TTH), Tamale West Hospital (TWH) and Central Hospital
(TCH) in the Tamale metropolis with a focus on postnatal women in postnatal wards of the study

hospitals.

1.7 Definitions of key terms

Satisfaction: Wish, expectation, need or pleasure derived from the use of a service or product.
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Maternal satisfaction: Mother’s need, expectation or wish.

Child birth services: Health facility-based services women receive during pregnancy, delivery and

post-delivery.

Caesarean deliveries: A surgical procedure in which a baby is born by an incision of the abdominal

walls and uterus.

1.8 Study outline

The entire study will be organised into five (5) chapters.

Chapter one presents a discussion on satisfaction with healthcare, particular reference to child birth
services. Included in this chapter is the research problem statement, the overall and specific
objective(s) which directs the study, research questions, significance and scope of the study.

Finally, key terms in the study are defined.

Chapter two reviews relevant existing theoretical and empirical literature on satisfaction with child

birth services. It gives an overview of the conceptual framework adapted for this study.

Chapter three discusses the methodology which outlines the processes and procedures used in
obtaining data and the literature for the entire study. This study employed a quantitative approach
where a cross-sectional survey is adopted. The location of the study is the Tamale metropolis, the
northern regional capital. Purposively, the three public hospitals in the metropolis were chosen for

the study and survey questionnaire was used to elicit information from the target respondents.

Chapter four provides the findings. These findings are the results of the data collected from the

study area (Tamale). Frequencies and percentage are used in this chapter to present the findings.
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Chapter five discusses the findings from the study in line with the objectives to confirm if it
conforms to what exist in literature or otherwise. It also provides a summary of key findings, the
implication of the study, conclusions and recommendation based on the findings, limitations and

possible suggestions for future research.

1.9 Chapter Summary

Developed countries provide health care services of high quality to clients. Developing countries,
on the other hand, are still having to deal with issues of health care quality. Following the global
call for the provision of healthcare that meets client’s expectation and the scale-up efforts to reduce
maternal mortality especially in sub-Saharan Africa and southern Asia, it has become imperative
for governments of developing countries of which Ghana is no exception to address the issue of
health care (especially child birth services) quality by identifying factors that cause dissatisfaction
among women when they seek facility-based child birth services. This study sought the views of
postnatal women who use facility-based child birth services. The study has the potential of
facilitating the process of providing and maintaining an acceptable quality of child birth services

to women.
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CHAPTER TWO
LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK
2.0 Introduction

This chapter examines the relevant existing literature on satisfaction with child birth services. It
begins with definition and operationalisation of satisfaction and a review of the disconfirmation
paradigm. Patients and level of satisfaction are discussed. The framework for this study is based
on the Donabedian’s structure, process and outcome model and review is done in line with the
constructs in the framework.

A modification is made to add demographic characteristics of postnatal women in the framework.
The review is done in order to relate findings from the literature to that of the findings from the
field survey so that a meaningful conclusion can be drawn. This chapter concludes with an

overview of maternal health initiatives in Ghana.

2.1 Definition and operationalisation of satisfaction

Satisfaction is a critical issue that pertains to the service sector. It is justified by the oriented
philosophy of the customer and the need for continuous improvement in modern-day ways of
service delivery. Due to this, customer satisfaction ought to be measured and translated into a
number of measurable parameters. Satisfaction measurement is regarded as an effective means
through which clients preferences and experiences with services can be meaningfully and

effectively identified (Arokiasamy, 2013).

The term satisfaction defies a singularly accepted definition (McCollough, 2000). It was

conceptualised as a cognitive process by tradition (Westbrook, 1987). Others also hold the view

Page 10 of 120



that satisfaction is an affective response (Yi, 1990). This has led to the ongoing debate on the
extent to which satisfaction is regarded as an emotional state or a cognitive process (Mill, 1990).
Hunt, (1977, p. 459), defined satisfaction as “an evaluation rendered that the consumption
experience was at least as good as it was supposed to be”. According to Oliver, (1981, p. 27),
satisfaction is defined as “a summary psychological state resulting when emotion surrounding
disconfirmed expectation is coupled with consumers prior feelings about the consumption
experience”. This definition of satisfaction is an indication that, satisfaction is regarded as an

evaluation process.

Other researchers suggest that satisfaction should be viewed as a response to the evaluation process
(Giese & Cote, 2000). Some of these definitions include; “the response to the evaluation of the
perceived discrepancy between prior expectation (or some norm of performance) and the actual
sperformance of the product (or service) as perceived after its consumption” (Tse & Wilton, 1988,
p. 204). Mano & Oliver (1993) defined Satisfaction as “an attitude-like post consumption
evaluative judgment”. Based on the definitions above, satisfaction can be both an emotional and a
cognitive process (Oliver & Rust, 1994) with a particular emphasis on expectation, product or
service and consumption experience. Pascoe (1983), holds the same view that satisfaction is both
an emotional state as well as a cognitive process. In this study, satisfaction is conceptualised as the

delight associated with the consumption of child birth services by women.

2.2 Conceptualising satisfaction in healthcare

The involvement of patients in healthcare delivery became more evident during the later parts of
the 1960s and the early 1970s consumer movement which regarded patients as important

consumers of healthcare services (Kupfer & Bond, 2012). The Movement continued with a change

Page 11 of 120



in focus from consumerism to a focus on patient experience and the reliance on patient satisfaction
to assess the process of care and the standard of technical care that patients receive (Williams,
1994). This resulted in the widespread use of patient satisfaction as measures of health care
outcomes. In France for example, assessing patient’s satisfaction with healthcare has become
compulsory for all hospitals since 1998. This is not necessarily for care improvement but
improving the hospital amenities, environment and facilities aimed at satisfying patients (Boyer et

al, 2006; Gill & White, 2009).

In healthcare delivery, patient satisfaction surveys are generally carried out for two specific
purposes. These are for marketing and quality assurance purposes (Sajid & Baig, 2007; Seni¢ &
Marinkovi¢, 2013). From a marketing point of view, patient satisfaction is associated with patients
informed choice of healthcare provider and results in increased market shares for health facilities
(Hibbard et al, 2005). Patient satisfaction is also useful as it provides feedback from health

programmes for improvements (Riiskjaer et al, 2010).

Patient’s satisfaction with healthcare is regarded as a significant indicator when assessing
healthcare in order to make improvements (Saila et al, 2008). In order to get patients personal
assessment of healthcare, healthcare organisations the world over rely on satisfaction surveys as

they are regarded as appropriate and widely used in such assessments (Hekkert et al, 2009).

Despite the fact that, satisfaction with healthcare has been extensively studied in the medical
literature, there is no singularly accepted definition of the concept (Christiaens & Bracke, 2007).
Most researchers hold the view that, satisfaction with healthcare involves what the care recipient
expects and what the healthcare environment can offer (Stevens et al, 2012). Pasco defines

satisfaction with healthcare as “a healthcare recipient’s reaction to salient aspects of context,
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process and results of clients service experience” (Pascoe, 1983, p. 189). This implies that
recipient satisfaction is a judgment of services rendered and experience. Ahmad et al, (2011),
defined satisfaction with healthcare as a service recipient opinion towards healthcare in general or
aspects of healthcare. Mohan & Kumar (2011), defined it as the recipient emotion, feelings and

perceptions towards their care encounter.

Patients are satisfied with a particular health service or product when their expectations are met
after consuming such a health service or health product (Mishra & Mishra, 2014). In healthcare
delivery, patients satisfaction with healthcare is very critical and regarded as an important indicator
when assessing the quality, efficacy as well as feasibility of healthcare services (Jlala et al, 2010).
Qureshi et al, (2013), hold the view that, the patient best evaluates his or her satisfaction with
health care and this evaluation influences the quality of care that patients will expect from health

facilities when seeking health care.

The level of patient satisfaction with health corresponds with patient general well-being. Studies
in the past have clearly attributed low compliance and less understanding of medical information
to lower satisfaction levels (Jlala et al, 2010). Also, patient satisfaction with health care is affected

by the technical competence of the healthcare provider (Afzal et al, 2014).

It is said that the needs and expectations of patients vary accordingly. This is because satisfaction
affects the objective of medical cure, longer times spent at hospitals, legal suits and the delivery
of quality healthcare focused on the patient. Patients satisfaction is therefore critical to measure
the success or otherwise of health facilities and health care providers (doctors and nurses) as well

(Hamilton et al, 2013).
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2.3 Disconfirmation paradigm

Disconfirmation paradigm is most frequently relied on to explain satisfaction (Oh & Parks, 1997).
Satisfaction is related to the size and the direction of the disconfirmation experience, where
disconfirmation is related to the person’s initial expectation (Perdue et al, 2004). The expectation,
perceived performance, disconfirmation and satisfaction are the four constructs that make up the

disconfirmation paradigm (Churchill Jr & Surprenant, 1982).

» Expectation: The perception a consumer has formed before consuming a good or service
(Barsky, 1992).
» Perceived performance: The actual performance of a good or service by the customer
(Oliver, 1993).
» Disconfirmation: Results when there is a variation between the pre-expectation and the
actual performance of the good or service (Churchill Jr & Surprenant, 1982).
» Satisfaction: The end results after a good or service is consumed compared to the cost
incurred and any unforeseen harm from the use of good or service (Churchill & Surprenant,
1982).
Satisfaction conclusion is made after comparing new service experience to a set of developed
standards. How the service performs is dependent on how well it (service) measures up to the set
standards (Oliver, 2009). Satisfaction level ranged from positive disconfirmation, negative
disconfirmation and lastly confirmation (simple). Negative disconfirmation leads to dissatisfaction
or unfulfilled outcomes and occurs when a good or service performed poorly than is expected of
it (Churchill & Surprenant, 1982). Positive disconfirmation leads to satisfaction or fulfilled

outcomes and arises when specific performance of a product or service exceeds customer
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expectation and lastly simple confirmation is said to take place when there is no difference in the
specific performance of a product or service and customer expectation or when services

performance equals customer expectation (Churchill & Surprenant, 1982).

2.4 Level of satisfaction with child birth services

Satisfaction is an individual’s state of being delighted with an event, service or action. The event,
service or action, in this case, is the health care delivery before, during and after child birth. A
woman’s satisfaction with child birth services may have a substantial influence on her general
health status and the ability to bond with her child. Opinions and satisfaction pertaining to child
birth services are women specific and therefore making it more women-friendly will possibly

influence their satisfaction (Jha et al, 2017).

The broad nature of satisfaction with health services is well-known and measuring women
satisfaction with healthcare of which child birth services are inclusive, has become a global cost-
effective way of evaluating service quality (Jha et al, 2017). While increasing service accessibility,
affordability, availability and maintaining acceptable quality standards, it is vital to assess
women’s satisfaction with childbirth services in order to make it more responsive and culturally

acceptable for improved utilisation and outcomes.

At a time when global efforts to bring down maternal mortality have been stepped up, maternal
satisfaction and its determinants also need to be addressed (Srivastava et al, 2015). Evidence from
literature points to the fact that women attach importance to being treated respectfully, irrespective
of their socio-cultural or economic context when they seek healthcare. It is, therefore, necessary

for quality improvement and assurance efforts especially in developing countries to focus on
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strengthening the process of care while paying special attention to the interpersonal aspect of

healthcare delivery (Jha et al, 2017 & Srivastava et al, 2015).

It is known that a lot of factors influence satisfaction but there exist many discrepancies among
researchers. Nonetheless, client satisfaction surveys have the potential of assuring clients a quality
care and empowerment to be in control of their own healthcare. In terms of child birth services,
evidence shows that level of satisfaction with care boosts women’s sense of accomplishment and
self-esteem; which in turn increases their expectation of many positive future child birth
experiences and promotes exclusive breastfeeding practice (Avortri et al, 2011). On the other hand,
when women go through very tough, unsatisfactory and traumatic birth experiences, it brings about
memories of pain, anger and fear that could expose mothers to postpartum depression, the extreme

distress which leads to neglect and abuse of children.

Maternal health satisfaction is directly linked to the extent to which general health service needs
are met. Subsequently, satisfied women are more likely to comply with treatment, take

responsibility for their own health status, trust and continue using health care services confidently

(Changole et al, 2010).

According to Amdemichael et al, (2014) women play a pivotal role in caring for children,
management of the home and the family for which their loss or displeasure from pregnancy-related
causes is a significant social and personal tragedy. Also, their study showed that satisfaction level
with the delivery services rendered at the health facility was 80.7% and affected by the cleanliness
and other environmental factors. Socio-demographic characteristics such as age, educational level
and religion of respondents were found to be significantly associated with satisfaction with

services (Amdemichael et al, 2014).
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A survey on patient’s satisfaction with maternity services in Australia revealed that women are
generally satisfied with maternity services in public hospitals (South Australian government,
2007). Additionally, a cross-sectional study on women’s satisfaction with child birth services in
Felege Hiwot referral hospital also revealed that about 75% of the women were satisfied with the
level of child birth services provided in the hospital (Mekonnen et al, 2015). Similarly, about
81.7% of women in Debre Markos town of northwestern Ethiopia reported being satisfied with
child birth services provided in public hospitals (Bitew, Ayichiluhm, & Yimam, 2015). Contrary,
Amdemichael et al, (2014) in a study of gynaecology and obstetrics maternal satisfaction with
delivery services in Assela hospital, Arsi indicated that maternal satisfaction with the services was
suboptimal. Also, two studies in Kenya reported women’s satisfaction of 54.4% and 56% (Bezant

& Koenig, 2009; Gichangi & Mwanda, 2018).

In a three-year analysis survey of patient’s satisfaction carried out in Germany, Sweden,
Switzerland, the United Kingdom and the United States, it was found that patient satisfaction
surveys could assist in indigenous quality improvement efforts and facilitate the identification of
poor quality care for further investigation and interventions among others. It was however clear
that in all the five countries, women were dissatisfied with information and education, coordination
of care, respect for patients’ preference, emotional support, physical comfort, family and friends

involvement, continuity and transition of care (Changole et al, 2010; Ahmad & Din, 2010).

The presence of maternal health services does not guarantee its use by women; neither does the
use of maternal health services assure optimal outcomes for women. The World Health
Organization recommends integrated supportive supervision, monitoring and evaluation of

women’s satisfaction to improve the quality, effectiveness and efficiency of health care before,
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during and after child birth on health care delivery services and its associated factors (Bitew et al,

2015).

2.5 Theoretical framework

Avedis Donabedian’s model of structure, process and outcome (SPO) offer an explanatory
framework that is used to assess health services systems, measure and evaluate the quality of
healthcare and gives an insight into the factors that accounts for satisfaction or dissatisfaction

among clients (Donabedian, 1988).

The model as presented by Donabedian is a linear representation of the three constructs in the

model, Structure, Process and Outcome. Good structure is said to result in a good process which

leads to a good outcome (Grossbart & Agrawal, 2001).

The structure represents features within the health facility where care is provided (material and
human resources). Process indicates activities that both care providers and recipients engage in
order for care to be provided. Example patient’s activities of getting care and provider’s activities
of diagnosis and treatment. Outcome describes the effectiveness of the care encounter on patients

and populations or satisfaction or otherwise (Donabedian, 1988).

The model is regarded as being too rigid due to its linear form (Mitchell et al, 1998). Despite this
limitation, the model has proved valuable in evaluating clinical care quality of healthcare and has
been extensively used for over three decades now (Blair & Fottler, 2011). Based on the
Donabedian framework, the model below is adapted to assess the influence that structure, process
has on the outcome (in this case satisfaction with child birth services). A modification is made to

add demographic characteristics of women.
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DEMOGRAPHICS
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occupation, monthly

STRUCTURE
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Availability of
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and mode of delivery.
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Waiting time to
see a doctor or
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—

OUTCOME

Satisfaction with child

birth services

Delivery attendant midwife/nurse
Availability of Cost of child birth
waiting area for services

cllle?ts and their Gender of
relatves attendant

Figure 2. 1: Conceptual framework: Adopted from Donabedian’s SPO model

Source: Author’s construct (2018).

2.6 Satisfaction with childbirth services across Donabedian framework of structure, process
and health outcome

2.6.1 Structure

2.6.1.1 Physical Environment

The physical environment under which health care is provided determines to a large extent the
satisfaction care recipients get. Therefore rendering health care services within a good physical

environment is necessary to influence women’s satisfaction with child birth services (D’ Ambruoso
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et al, 2005). According to Melese et al, (2014) the physical environment within which child birth
services are offered is regarded as one of the factors that determine satisfaction with services or
otherwise. Hasan (2007), revealed in a study that in hospitals where facilities such as, electricity,
beds, water supply, adequate room space and waiting areas were available and good, then women
would be satisfied with child birth services compared to hospitals were the above-mentioned

facilities were lacking or poor.

Further, the degree to which the physical environment of a health facility is tidy impacts on
women’s satisfaction with child birth services. Review of literature from developing countries on
determinants of maternal satisfaction with child birth services revealed that maintaining clean and
hygienic physical hospital environment influenced women'’s satisfaction with child birth services
(Srivastava et al, 2015). A study by Cham et al, (2009) in the Gambia, revealed that women
expressed mixed responses to certain aspects of their care. They, however, expressed satisfaction
with the frequent changing of hospital bedspreads. In a study of barriers to the utilisation of child
birth services in a rural birthing centre of Nepal, it was revealed that women were dissatisfied
with the use of the centre greatly due to the unfriendly environment (Khatri et al, 2017).

A study to identify predictors of child birth services satisfaction in Ghana showed health facility
cleanliness correlated to mother’s satisfaction. Cleanliness of the hospital’s environment, labour
and delivery rooms resulted in satisfaction with child birth services (Avortri et al, 2011). Hollins
et al. (2011), revealed in their study that clean labour and delivery rooms reduced the risk of

acquiring infections from the facility leading to satisfaction with childbirth services.
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2.6.1.2 Availability of adequate human resource

Doctors and midwives/nurses been available to render services (especially during emergencies) is
suggested to be a necessity for improving women’s satisfaction with child birth services in rural
Bengal, India (Pal et al., 2010). The availability of healthcare professional is regarded as a source
of satisfaction to women. In Ghana, the unavailability of requisite healthcare professionals to
attend to women especially those that seek child birth services is regarded as a great source of
dissatisfaction (D’ Ambruoso et al, 2005).

2.6.1.3 Medicines, supplies and service

Availability of essential services at health facilities have been regarded as good predictors of
women’s satisfaction with child birth services. Studies conducted in Nigeria, Uganda India,
Gambia and Oman, established that, been able to get prescribed medicines from facility pharmacy,
availability of essential care delivery apparatus such as, thermometers or blood pressure monitors,
and access to laboratory services within health facilities were significant determinants of
satisfaction with child birth services (Srivastava et al, 2015). Tetui et al, (2012) revealed that
women were unsatisfied with child birth services in Ugandan hospitals due to the unavailability of
prescribed medicines. Laboratory service combined with the long queues women have to endure
especially during the morning hours was found to be a source of dissatisfaction among women
seeking child birth services in the Musandam region of Oman (Ghobashi & Khandekar, 2008).
Lack of drugs and supplies was reported to be the major cause of dissatisfaction among clients
seeking healthcare at Jimma University specialised hospital because about 70% of clients could

not get prescribed drugs from the hospital pharmacy (Assefa & Mosse, 2011).
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2.7 Process

The processes of care is another dimension of the determinants of women’s satisfaction with child
birth services and are reported to be the leading determinant of satisfaction with child birth services
especially in developing countries (Srivastava et al, 2015). The process factors are; promptness of
care, interpersonal behaviour, privacy, perceived provider competence, cognitive and emotional

support and preference of a female provider.

2.7.1 Prompt care

The urgency with which healthcare is provided to women seeking child birth services has been
identified as an important determinant of their satisfaction with the services (Changole et al, 2010;
Liabsuetrakul et al, 2012). Women are either satisfied or dissatisfied with child birth services
depending on how long they wait to be attended to. It is reported that attending to women’s health
care needs in less than an hour of arrival at Malawian hospitals caused satisfaction (Changole et
al, 2010). To collaborate with this, studies in Nigeria and Iran revealed that, women were
dissatisfied with child birth services due to the prolonged time they waited before been attended
to by healthcare professional (Heidari et al, 2008; Oladapo & Osiberu, 2009). Improving child
birth services will require a reduction in the length of time women will have to stay in the hospital
before being attended to when they seek child birth services (Ghobashi & Khandekar, 2008; Pal et

al, 2010).

2.7.2 Interpersonal care
It has been established in studies conducted in Malawi, Gambia and Nigeria that healthcare
providers influenced women’s satisfaction with child birth services. Attending to a women’s health

care needs with respect, courtesy and in a dignified manner left women extremely satisfied (Cham
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et al, 2009; Changole et al, 2010b; Oladapo & Osiberu, 2009). In Ghana, interpersonal behaviour
(staff friendliness) and therapeutic communication (listening, politeness, prompt pain relief,
kindness, approachability and smiling demeanour), caring behaviour (attentive to needs, making
clients feel accepted and coaxing clients) and interpersonal skills of staff (staff confidence and
competence) were the themes identified as influencing women’s satisfaction with child birth
services (Dzomeku, 2011 & Avortri et al, 2011). Negative health care providers attitude
(ineffective communication, neglect and unfriendliness) such as frowning, shouting, belittling
women among many other negative conducts were a source of dissatisfaction with the tendency of
women refusing to use facilities to future births or arriving late for facility-based child birth

services (Dzomeku, 2011).

2.7.3 Privacy

Privacy ought to be provided for women seeking facility-based child birth services, for physical
examinations as well as the delivery process (Srivastava et al, 2015). A study conducted to assess
clients satisfaction with child birth services in rural Bengal, India, Pal et al. (2010) revealed that
the majority of the clients (women) were satisfied with their privacy during the care encounter. Jha
etal, (2017) in a survey of postnatal women in Chhattisgarh, India reports that, the process under
which child birth services are provided, for example, ensuring personal privacy when rendering
child birth services correlated to higher satisfaction with the service. A procedure such as shaving
in time of labour is regarded as embarrassing and ought to be done under strict privacy because
most women even feel shy to mention it leading to less satisfaction with child birth services
(Kabakian-Khasholian et al, 2000). Providing and maintaining privacy throughout all procedure

involved in child birth services is reported as a need by Egyptian women (Ghani et al, 2011). In
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the Amhara region of Ethiopia, the lack of privacy when receiving child birth services was a source

of dissatisfaction to women that sought such services (Tayelgn et al, 2011).

2.7.4 Provider competence

Women are more satisfied with child birth services when they perceive the technical quality of
care to be good or view the care provider as being technically competent (Srivastava et al, 2015).
In rural Nepal, low quality in child birth services is attributed to poor healthcare provider skills
and competence. Lack of adequate and competent skill to deliver child birth services causes
dissatisfaction among women hence their resolve to do home deliveries despite the dangers
associated with doing so (Khatri et al, 2017). In Ethiopia, despite the availability of facility-based
child birth services at lower cost, women still preferred to deliver at home due to poor healthcare
provider competence (Shiferaw et al, 2013). In Ghana, satisfaction with child birth services is

correlated to the care provider’s skill and competence (Dzomeku, 2011).

2.7.5 Cognitive and emotional support

Providing women with cognitive and emotional support when they seek facility-based child birth
services makes women satisfied (Srivastava et al, 2015). Providing women with cognitive care by
way of ensuring effective communication between care providers and women, especially
communication on women’s health condition and treatment procedure is critical to ensuring that
women are satisfied with child birth services (Fawole et al, 2008). Care provider’s commitment,
time and the ability to overcome any language barrier as well as the content of the message
correlated to women’s satisfaction with child birth services in Musandam region of Oman
(Ghobashi & Khandekar, 2008). The process of counseling and imparting the information

regarding women’s care as well as channels through which feedback can be registered were
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important facets of cognitive care (Oladapo & Osiberu, 2009). In Ghana, Dzomeku (2011),
revealed that providing women with the necessary information during child birth services
(especially during labour) made women feel that they influenced the care process and left them
satisfied. Women who were examined without the necessary information given were highly

dissatisfied with child birth services.

Similarly, companionship such as providing women with the companion they desire when they
seek child birth services has a positive influence on women’s overall satisfaction in Brazil
(Bruggemann et al, 2007). Providing women emotional support during child birth service is
necessary for reassurance and comfort during their care encounter and it is in this vein that the
WHO recommends that women seeking child birth services should be accompanied by people they

trust such as spouse and relations (Srivastava et al, 2015).

2.7.6 Preference of a female healthcare provider

Regarding the gender of the healthcare provider, women in Riyadh city of Saudi Arabia have made
it an important issue and insist that they prefer female healthcare provider to male in child birth
service utilisation (Moawed et al, 2009). This insistence can be attributed to their religious
affiliation. In Senegal, Faye et al, (2011) in their study revealed that the healthcare personnel
influenced whether women will patronise facility-based child birth services in their subsequent
delivery or otherwise. Women were found to prefer female healthcare providers compared to their

male counterparts.
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2.8 Health outcome

In Ghana, Gambia, India and Thailand the end results of pregnancy (mother alive despite foetal
loss or having a live and healthy baby) is said to affect women’s satisfaction with child birth
services (Srivastava et al, 2015). Successful maternal outcome despite birth complications where
both mother and new-born survived affected women’s overall satisfaction with child birth services
in Nairobi, Kenya (Bazant & Koenig, 2009). Birth complications are related to satisfaction. In the
Ambhara region of Ethiopia, 57 women representing 13% that delivered with complication were
unsatisfied with overall service delivery compared to 32 women representing 7.7% that delivered
with no complications (Tayelgn et al, 2011). This satisfaction is attributed to the survival of both

mother and new-born (Bazant & Koenig, 2009).

2.9. Demographic characteristics
Demographic characteristics such as women’s age, educational background, marital status and

income status affect women’s satisfaction with child birth services (Srivastava et al, 2015).

2.9.1. Age

Age is a characteristic that is correlated to women’s satisfaction with child birth services. Zasloff
et al. (2007), revealed in a Swedish study that, younger women are said to be less satisfied with
child birth services compared to older women. The satisfaction among older women is attributed
to their experience and maturity (Srivastava et al, 2015). Women aged below 20 and between 24
and 34 seeking child birth services in the city of Bahir Dar expressed less satisfaction with care
compared to women aged between 35 and 49 (Mekonnen et al, 2015). In the southeastern United

States, satisfaction with child birth services was found to correlate with age of mothers where older
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women tend to be more satisfied with child birth services compared to younger women (Goodman

et al, 2004).

2.9.2 Education

Educational background of women has been found to be associated with women’s satisfaction with
child birth services. Educational backgrounds of women significantly influenced their satisfaction
with child birth services (Mateji¢ et al, 2014). Women with higher educational background have
been found to be dissatisfied with child birth services. Those with little or no education are said to
be satisfied with child birth services (Melese et al, 2014). In Gambia, Ghana and Nigeria, the
educational status of women aided the care assessment and determined to large extent women’s
satisfaction with child birth services (Dzomeku, 2011; Jallow et al, 2012; Oladapo & Osiberu,
2009). Women with no or lower education levels and by extension non-working class women tend
to be satisfied with child birth services compared to their educated and working-class counterparts
(Overgaard et al, 2012). In Ghana, it is reported that women who had less education perceived the
quality of child birth services such as ANC as negative resulting in dissatisfaction with the service

(Atinga et al, 2014).

2.9.3. Marital status

It has also been established that marital status is linked to satisfaction with child birth services
(Gtk NOP Social Research, 2006; Quintana et al, 2006). According to Quintana et al. (2006),
married women reported higher satisfaction with child birth services. Being married is associated
with overall satisfaction with child birth services. Unmarried women reported less level of

satisfaction with child birth services (Oladapo & Osiberu, 2009). Married women in the Amhara

Page 27 of 120



region of Ethiopia expressed greater satisfaction with child birth services compared to unmarried

women (Tayelgn et al, 2011).

2.9.4 Income status

Income status has been found to influence satisfaction with childbirth services where high-income
women expressed greater satisfaction with health care provider attitude (Melese et al, 2014). In
the Felege Hiwot referral hospital located in the city of Bahir Dar, Northwest Ethiopia, a cross-
sectional study on women’s satisfaction with child birth services identified that income status of
women significantly correlated to satisfaction with child birth services (Mekonnen et al, 2015). In
the Arsi Zone of Oromia region, monthly income of women was positively and significantly

correlated with satisfaction with child birth services (Amdemichael et al, 2014).

2.9.5 Location

Location of residence been rural or urban is associated with satisfaction with childbirth services.
Rural women seeking child birth services in urban centres are said to be satisfied with child birth
services compared to urban women dwellers. These difference might result from low expectation
from rural women who have accessed child birth services in rural areas where the standards are
below that of the urban towns (Melese et al, 2014). Similarly, a study in one of Brazil’s poorest
state, Ceara, on users satisfaction with primary care services reported that rural dwellers showed

greater satisfaction with services compared to urban dwellers (Atkinson & Haran, 2005).

2.9.6 Mode of delivery
Mode of delivery (birthing) is said to correlate with satisfaction. Vaginal deliveries result in higher

satisfaction with child birth services among women (Siassakos et al, 2009). In Ghana, Danso et al,
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(2009) report that women had a preference for spontaneous vaginal delivery as opposed to
caesarean delivery. Karlstromet et al, (2011) in a longitudinal cohort study among 693 women of
which 420 were multiparas in Sweden compared women’s experience and feelings during
pregnancy and child birth. The study findings revealed that women who preferred delivery through
Caesarean section and actually had Caesarean delivery had a higher fear of child birth compared
to women who preferred virginal delivery and had Spontaneous Vaginal Delivery (SVD). Also,
Nilsson et al, (2012) in self-reported fear of child birth (FOC) and its association with women’s
birth experience and mode of delivery revealed that FOC during pregnancy was associated with
women’s previous negative experience. Most of these women still maintained this negative

experience on years after birth.

According to Mateji¢ et al, (2014) Serbian women who preferred normal or spontaneous vaginal
delivery and actually had it were more fulfilled with child birth services compared to those who
had assisted or caesarean births. In Athens, Greece, mode of delivery was found to be associated
with women’s satisfaction with child birth services. Majority of the women preferred vaginal births

since it resulted in greater satisfaction compared to caesarean births (Sachsanidis, 2018).

2.9.7 Status of pregnancy

The status of pregnancy be it wanted or unwanted determined the extent to which women are
satisfied with child birth services. In the Amhara region of Ethiopia, pregnant women who really
wanted the pregnancy were more satisfied with childbirth services compared to women with
unwanted pregnancies (Tayelgn et al, 2011). Being happy and concerned about giving birth and

raising children influenced women’s satisfaction with child births services. In Nairobi, Kenya,
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unintended pregnancies correlated to lower satisfaction with child birth services (Barant et al,

2009).

2.9.8 Parity

The parity status of women (para parous/multiparous) affects women’s satisfaction with child birth
services. Okumu & Oyugi, (2018) in a comparative study between women attending public and
private health facilities in Limuru sub-county, Kiambu, Kenya revealed that parity did not
influence women'’s satisfaction with child birth services. However, in a study to investigate Dutch
women’s experiences with child birth services three years after delivery, Rijnders et al, (2008)
revealed that Dutch multiparous women were more satisfied with child birth services compared to
para parous women. Also, in a comparative study to analyse women’s child birth satisfaction and
obstetric outcomes across two different models of maternity care, Ferrer et al. (2016) revealed that
parity affected women’s satisfaction with child birth services. The study reports that multiparous

women were more satisfied with child birth services compared to primiparous women.

2.10 Cost of care

Access to care and cost of care have emerged as determinants of maternal satisfaction (Srivastava
et al, 2015). In a study conducted in Nigeria, the high cost of services was the reason for
dissatisfaction among women seeking care in referral hospitals (Okonofua et al, 2017). Issues such
as lack of transportation options and poor transportation infrastructure can result in increased costs
of health care visits (Brooks et al, 2017). A study conducted on the availability and quality of
emergency obstetric care in Gambia's main referral hospital showed that there were substantial
difficulties in obtaining emergency obstetric care (Cham et al, 2009). Health system inadequacies

together with lack of blood for transfusion, shortage of essential medicines especially

Page 30 of 120



antihypertensive drugs considerably hindered timely and adequate treatment for obstetric
emergencies (Cham et al, 2009). Such inadequacies also bloated the treatment costs to between 5
and 18 times more than standard fees. Blood transfusion and hypertensive treatment were also
associated with the largest costs (Cham et al, 2009). Amount of money paid for child birth services
is reported to influence women'’s satisfaction with the service in the Amhara region of Ethiopia.
Women who paid less were more satisfied compared to those who paid more for the service
(Tayelgn et al, 2011). Contrary, Gichangi & Mwanda, (2018) indicate that in Kenya cost of child
birth services was not a factor contributing to women’s satisfaction and that other factors

accounted for women’s satisfaction with child birth services.

2.11 Distance to Health Facility

Previous studies have shown that proximity to health facilities is a major factor for pregnant
women in seeking delivery services (Dibley MJ, 2010). In Indonesia, Brooks et al, (2017)
highlighted the challenges associated with accessing maternal health services of which distance to
a health facility was one of the causes. Another study conducted on the influence of travel time on
emergency obstetric care-seeking behaviour among the urban poor of Bangladesh found that, when
there is an increase in travel time to the nearest emergency obstetric care facility, women are
deterred from seeking care (Panciera et al, 2016). The study also indicated that a 5-minutes
increase in travel time to the nearest EmOC facility is associated with a 30 % decrease in the
likelihood of delivery at an EmOC facility rather than at home (Panciera et al, 2016). Again, a
study conducted by Mariam, (2001) reports that the referral-arrival time interval ranged from 15
minutes to 66 hours. These referrals were from within and outside of Addis Ababa (Mariam, 2001).

Moreover, the main means of transportation from the referring health institution was mainly by a
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taxi, which was 72% of the respondents, outsiders mostly used buses which accounted for 62% of

respondents with ambulances being used by 4.5% of patients (Mariam, 2001).

Also in Tanzania, a study was conducted to find the relationship between maternal mortality and
distance to health facilities. The study revealed that maternal mortality was linked to distance to
hospitals and this is similar to studies in rural Burkina Faso (De Allegri et al, 2011). Another study
conducted on the distance from health facility and mothers’ perception on quality of facility-based
child birth services in northern Ethiopia by Fisseha et al, (2017), found that about half (49.9%), of
the mothers reported that the distance from home to facility took more than thirty minutes on foot
and about 35.9% mothers reported that it was hard to get the transportation service from home to

the nearest health facility resulting in resolve to do home deliveries (Fisseha et al, 2017).
2.12 Referral link

In health care delivery, patients are often expected to seek health care at the primary level and
referred to a higher level when a need arise. Improper referral systems invariably affect health
systems performance leading to dissatisfied health outcomes. This phenomenon is prevalent in

most developing countries (Kamau et al, 2017).

According to Nkyekyer, (2000) reports in Ghana’s largest hospital which serves as a teaching
hospital for the University of Ghana, of the 2041 deliveries that have occurred at the hospital,
17.6% were referred to the hospital for delivery. Further, 8.8% were referred with complications
in the third stage of labour or immediately after delivery from primary levels. About 0.3% of

women delivered in the ambulance en route to the hospital.

A study conducted by Holmer et al, (2015) revealed that the global need for emergency obstetric

care was 45%. The WHO, UNFPA, & UNICEF (2009), Handbook on monitoring emergency
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obstetric care, outlined timely identification, referral to emergency obstetric care facilities and
prompt treatment of potentially life-threatening conditions to be one strategy to tackle maternal

mortality.

In Ethiopia, a study conducted to assess client’s satisfaction in a maternal referral health care
setting found the proportion of mothers who were completely satisfied with health care ranged
between 2.4 to 21% with pain control being the poorest source of satisfaction with 82% of the
women reporting dissatisfaction (Melese et al, 2014). Also in India, Singh et al, (2014) found that
factors like anaemia, infection, delayed referral or transport and low moribund conditions were
mainly responsible for morbidity and mortality. This may also be causes of dissatisfaction with
referral link among women. The study also found raptured uterus to be the commonest indication
for an emergency obstetric hysterectomy which accounted for 59.04% of the cases. These were

partly due to delayed referral systems (Singh et al, 2014).

2. 13 Maternal health initiatives in Ghana

It is important to note that, in Ghana, several initiatives have been put in place all aimed at reducing
maternal mortality. Some of these include the High Impact Rapid Delivery (HIRD), maternal death
notification and audit, the safe motherhood programme and the fee-free exemption policy for
maternal services among many others (MOH, 2008). This review is however limited to the safe

motherhood programme and the fee-free maternal health policy introduced in Ghana.

2.13.1. Safe motherhood programme (SM)
In its quest to reduce the high incidence of maternal deaths (540:100,000) then, the safe

motherhood programme (a component of the National reproductive health policy) was launched
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with sole funding from the government of Ghana with support from other donor agencies as an

effective means to reduce the occurrences (Okiwelu et al, 2007).

According to GSS, GHS, & Macro International, (2009) the focus of the programme was to

reduce maternal mortality with the other objectives been:

>

>

To improve access to comprehensive and basic essential obstetric care

To improve the capacity of family and community members in home-based, life-saving
skills

To Increase the proportion of deliveries conducted by skilled attendants (Doctors and
midwives alike)

To increase the ANC and postnatal care coverage, content and quality of services.

To ensure the availability of comprehensive abortion care services as permitted by law

2.13.2 Free maternal health care policy

In an attempt to reduce the number of women that die needlessly from pregnancy-related cause

and in an effort to attain the then Millennium development goal five (to reduce by three quarters,

between 1990 and 2015, the maternal mortality ratio), the then government of Ghana exempted

pregnant women from paying for obstetric services in 2003. The initiative which first began in the

four less resourced regions of the country (central and the three regions of the north) exempted

women seeking maternal health services in public and private hospitals from paying for such

services. The policy was later extended to cover the remaining six regions in the year 2005. There

was an increase in the number of facility-based deliveries from 300,000 in 2007 to 500,000 in 2011

(Hera & Health partners, 2012). There were, however, inadequate and inconsistent funds to carry
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out this initiative and as a result, most health facilities reintroduced fees for obstetric services

(Witter & Adjei, 2007).

The high prevalence of maternal mortality in 2008 rendered it a national emergency issue that
required consented efforts. With a 42.5M support grant from the UK government, the free maternal
health care policy was introduced in the same year (MOH, 2008). This programme offered
pregnant women free medical care. Following abuse of the system, the National Health Insurance
Authority (NHIA) reviewed the implementation strategies in 2010 to encourage pregnant women
to register with the scheme before they can be offered the free maternal care (NHIA, 2010). The
policy span from the pregnancy period, through delivery and up to ninety days post-delivery

(Ghana Health Nest, 2013).

These and other initiatives helped reduce maternal mortality from 634 in 1990 to 319 in 2015
(WHO, UNICEF, UNFPA, World Bank Group, & United Nations Population Division, 2015).
Though these reductions were commendable, Ghana missed the target of reducing maternal
mortality to 54 deaths per 100,000 live births in 2015 as stipulated in millennium development
goals (Ministry of Health, 2008). Evidence in the literature suggests that these initiatives are faced

with certain challenges.

Exemption from user payments does not financially relieve pregnant women entirely as other cost
such as transportation cost and formal and informal wage lost discourages pregnant women from
the use of free maternal health services. Though the exemption had tremendously reduced the
extent of inequalities that exist among the poor and the rich when accessing skilled birth care, the

benefits to the poor pregnant women are insignificant (Johnson et al, 2016).
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In the northern sector where this initiative began, Dalinjong et al, (2018) in a study revealed that
maternal health services under the policy are not entirely free as pregnant women are made to pay
for drugs and ultrasound scans. Women that are unable to pay this extra cost do not get to access
the free maternal health care. This might result in the non-realisation of reduced maternal mortality
rates because this phenomenon will cause women to continue to do home deliveries. This will also
have dire consequences on the attainment of universal health care as captured in the sustainable

development goals.

2.14 Chapter summary

This chapter examined the existing literature on satisfaction with health care (child birth services).
Donabedian’s structure, process and outcome (SPO) framework served as the theoretical
foundation for the study on factors influencing women’s satisfaction with child birth services in
public hospitals. The review (theoretical and empirical) was done in line with the constructs in the
framework. A modification has been made to add demographic characteristics of women to the

original framework.
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CHAPTER THREE

METHODS FOR DATA COLLECTION

3.0 Introduction

This study focuses on postnatal women delivered through vaginal and non- vaginal means
specifically caesarean section in public health facilities using the three public hospitals in the
Tamale metropolis as a case to evaluate the factors that influence women’s satisfaction with child

birth services.

This chapter discusses the setting of the study, research approach, study design and population,
inclusion criteria, techniques for sampling, exclusion criteria, sample size determination, type and
source of data, data collection instruments, study variables and data collection methods. Also
included is how data was analysed. Research ethical considerations were addressed.

Quantitatively, data was analysed using responses from the administered questionnaire.

3.1 Study setting

The hospitals chosen for this study are the Tamale Teaching Hospital (TTH), Tamale Central
Hospital (TCH) and the Tamale West Hospital (TWH).

The Tamale West Hospital (TWH) began operation as a polyclinic in 1998 and was subsequently
upgraded to the status of a district hospital in the same year. It serves as one of the referral centres
within the metropolis and operates on a 24-hour basis with seven functional wards.

The Tamale Central Hospital (TCH) was established in 1920 to provide health care services to the
then people of the northern territory but was abandoned following the setting up of a regional

hospital. Owing to the upgrade of the regional hospital to the status of a teaching hospital, the TCH
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began operation again. It currently has a monthly outpatient department (OPD) attendance of about
3,000.

The Tamale Teaching Hospital (TTH) formerly known as the Tamale Regional Hospital was
established in 1974 to deliver health care services to the people of the northern region. In the year
2005, it was upgraded to the status of a teaching hospital making it the third tertiary health facility
in the country. It offers advanced health care, assist to train healthcare professional and conduct
research aimed at improving health care quality.

Besides, financial and time restraints, it would have been unbearable to cover all (public, quasi-

public, private and mission) health facilities in the Metropolis.

3.1.1 Location and size

Tamale metropolis is one of the twenty (26) administrative districts in the northern region of
Ghana. It serves as both a metropolitan and regional capital and located in the centre of the region,
about 175km east of longitude 10° west and latitude 90° north. The Savelugu/Nantong municipality
bound Tamale to the north, to the south by West and East Gonja, to the east by Yendi municipality,
and to the west by Tolon/Kumbungu District.

Tamale has a population of about 402,843 with a 2.9% projected regional growth rate according
to the 2010 national population and housing census. The actual growth rate of the metropolis is
3.5% which is higher than the regional and national growth rates of 2.9% and 2.8% respectively.
Tamale has a surface area of about 1011 sq. km, which forms about 13% of the total land area of
the northern region. Tamale’s population density stands at 384 persons per sq. km.

There is ethnic multiplicity in the Tamale metropolis. However, the Dagombas constitute about

80% of the entire population. There are people from other regions with different ethnic
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backgrounds in the metropolis. Islam is the predominant religion in Tamale, with about 84% of
the population been Muslims. Christians represent 13.6%, whereas traditional worshippers
constitute 1.6%, and other religious affiliation form less than 1% of the population in the
metropolis.

The fertility rate in the Tamale metropolis is 2.8 which is below the regional fertility rate of 3.54.
This implies that women in the reproductive age cohort of 15-49 years will on the average have

two children before they exit this age bracket.

Figure 3. 1 Map of districts in the northern region of Ghana

Source: www.ghanadistricts.com
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3.1.2 Health care system
Health services in Tamale are managed at three levels:

» Metropolitan Health Administration Level: Responsible for overall and day to day
planning, monitoring, supervision, evaluating, training, coordinating of all health
programmes in the metropolis.

It is also responsible for conducting operational research and liaising with other agencies

and non-governmental organisations (NGO’s) in the area of health.

Figure 3. 2 Organogram of metropolitan health services directorate

Source: Medium Term Development Plan (2014-2017), Tamale Metropolitan Assembly.
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» Sub-District Level: Each is made up of a management team known as the sub-district
health management team (SDHMT). The sub-districts in Tamale are, Builpela, Tamale
central and Vittin sub-districts. The SDHMT is responsible for programme planning and
implementation of health activities at the sub-district level. These include disease control,
growth monitoring and health education and promotion. The SDHMT also train and
supervise activities of traditional birth attendants (TBA’S), community-based surveillance
volunteers among many others.

» Community Level: Health care services are provided at the community level by sub-
district staff and supported by trained community volunteers.

Tamale has forty (40) health facilities, with one Teaching hospital. There are fifteen state-owned
health facilities in the metropolis comprising three health centres, nine clinics and three hospitals
(which are used in this study). Aside from the public health facilities, there are several private
hospitals and maternity homes that provide health care services in the metropolis to complement

that of the public ones.

3.2 Research design

In an attempt to find out the factors that influence women’s satisfaction with child birth services,
it is necessary to understand from women their experiences when they seek child birth services.
Despite the fact that quantitative research methods have been extensively used in research circles,
it is criticised for being adequate for quantification and not suitable in dealing with social
complexities of a phenomenon (Bryman, 2013). It is, however, employed in this study based on
its main assumption about the existence of objective truth in the world that can be unraveled

through scientific means (Creswell, 2009).
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Further, the quantitative research paradigm is best suited for this study with regards to getting to
know women’s view with child birth services as independent researcher.

A cross-sectional survey was conducted in postnatal wards of the three selected public hospitals
(two district hospitals and one tertiary facility). A cross-sectional survey is a study in which
respondents desired for a specific study are chosen at a single point in time to determine whether
the respondents have a particular characteristic of interest (in this case satisfied with child birth
services). Cross-sectional surveys offers a snapshot of health related characteristics at a given point
in time (Bobak et al, 2003). Further, information gathered pertains to what is happening in the

study hospitals at one point in time.
3.3 Study population

The collection of well-defined subjects with similar characteristics a researcher wish to study is
known as research population (Pollit & Beck, 2005). It is regarded as the group from which the
information relating to the study can be obtained (Kasomo, 2006). The population in this study
comprised of postnatal women within the reproductive age cohort (15-49), irrespective of their
educational backgrounds, place of residence and socio-economic backgrounds that sought child

birth services at the study hospitals.

3.4 Sampling technique

Sampling techniques refer to the process of selecting respondents or subjects to be studied from a

population (Alvi, 2016). The sampling techniques employed in this study are as follows;

Purposively, the Tamale metropolis was selected for this study.
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The Tamale metropolis was selected due to the fact that, despite the several cost-effective
interventions by government to reduce the number of women that die from pregnancy-related
causes, there remain systematic and human challenges that hinder the efforts of government (GHS,
2017). Also, the reasons for which women do not patronise health facility-based services are not
only prevalent in rural areas but are manifest in urban towns of which Tamale is no exception
(Atinga et al, 2014).

Further, the study hospitals are the Tamale Teaching Hospital (TTH), the Tamale West Hospital
(TWH) and the Tamale Central Hospital (TCH). These hospitals were selected due to the fact that
they offer a variety of child birth services, serve as the main referral centres for health care in the
metropolis, attend to both high and low-risk pregnant women, conduct both vaginal and non —
vaginal deliveries and generally have a patient profile that is similar to other public hospitals in
Ghana.

Simple random sampling was further used to select the first hospital for data collection where all
three hospitals had an equal chance of being selected and independent of one another. Based on
this, data collection for this study started in the Tamale Central Hospital then followed by the

Tamale West Hospital and concluded at the Tamale Teaching Hospital.

Based on the needs of the study, a purposive sampling was carried out to identify the study
participant or subjects from the hospital's respective postnatal wards. Purposive sampling ensured
that the study is limited to women who had normal deliveries per World Health Organisation’s
definition of normal delivery (WHO,1996) and women who had uncomplicated caesarean births

only participated in the study.
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3.5 Inclusion criteria

Women in postnatal wards of the study hospitals who had either spontaneous vaginal delivery
(normal delivery) as defined by the World Health Organisation (WHO, 1996) or uncomplicated
caesarean births who were willing, consented to, aged above 18 and of sound mind at the time of

data collection were invited to participate in the study.

3.6 Sample size determination

The sample size for this study was determined using the single population proportion based on the

following assumptions N = (Za/2)* P (1-P)/d>.

Where:

N = the sample size

Z.0/2 = the standard normal value corresponding to the desired level of confidence
P = is the estimated proportion of an attribute that is present in the population
Assumption;

1. The proportion of women satisfied with child birth services in the Tamale metropolis is
unknown and therefore an assumption of 50% is made.
2. The margin of error d = 5% is allowed.
3. Confidence interval of 95% is assured (Za/2 = 1.96).
By computation:

(1.96)*x0.5(1-0.5) _

> 385 postnatal women.
(0.05)
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The number of respondents from each of the study hospital was based on a review of health

facility-based deliveries in the metropolis for the last five years as shown in Table 3.1 below.

Table 3. 1 Facility-based deliveries in the Tamale metropolis 2013-2017

Tamale central hospital Tamale west hospital Tamale teaching hospital

Year Number of deliveries Number of deliveries Number of deliveries
2013 2533 4054 7481
2014 3121 4172 7028
2015 3422 5215 6812
2016 3962 5534 7277
2017 5043 4883 7852

Source: DHIMS?

In this study, a decision was taken to proportionally allocate the number of study subjects from
each hospital based on the number of facility-based deliveries for the year 2017. A total of 109,
106 and 170 postnatal women participated in the study respectively from TCH, TWH and TTH.
An additional 10% of the sample is included to account for non — response, withdrawal from the
study and damaged questionnaire making the total sample size to be 424 postnatal women.

3.7 Type and source of data

Primary data for this study was obtained from an administered questionnaire on postnatal women.
This ensured that satisfaction with child birth services is rated based on the 5 points Likert scale.

The questionnaire was designed based on the study’s objectives and questions.

3.8 Data collection instruments

A structured questionnaire was developed and used to collect data. The questionnaire was studied

by an experienced supervisor. The structured questionnaire (See Appendix 1) had a total of 34
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items structured into two parts. The first part contained questions about demographic
characteristics of respondents — age, marital status, occupation, and monthly income, place of
residence, parity, delivery outcome, educational status and monthly income. The second part
contained questions on postnatal women’s satisfaction and was further structured under two areas

thus health facility and care provider related.

Questions related to the health facility included, satisfaction with distance travelled to health
facility and satisfaction with information of service and questions related to the care provider
included satisfaction with waiting time to see a doctor or midwife/nurse and satisfaction with

courtesy and respect during service encounter.

Questions were measured on a 5 point Likert scale (1-very dissatisfied, 2- dissatisfied, 3-somewhat
satisfied, 4-satisfied and 5-very satisfied). The questionnaire was given out to study subjects who
could write and read fluently in English to respond to. However, the questions were read and
translated into the local languages (Dagbani, Gonja, Mampruli and Bimoba) spoken in the area for

respondents who could not read and write in the English language.

3.8.1 Dependent variable

Satisfaction with health facility-based child birth services.

3.8.2 Independent variables
» Socio-demographic characteristics of postnatal women.

» Structural and process factors within the hospital.
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3.9 Data collection methods

Data for this study were collected from February to March 2018. In order to ensure the quality of
data collected, a five-member team made of the principal investigator and four final year nursing
students from the School of Allied Health Sciences (SAHS) of the University of Development
Studies (UDS-Tamale) with a better understanding of the dominant local languages (Dagbani,
Bimoba, Mampruli and Gonja) spoken in the metropolis conducted face-to-face interview with
study respondents by their bedside on the same day after vaginal delivery and first or second day
after caesarean birth.

Schedule for data collection was done in consultation with ward in-charges in order not to disrupt
ward rounds, medical treatments and procedures. The administered questionnaire was checked
daily for completeness and accuracy and internal consistency.

Inclusion criteria were women who had either spontaneous vaginal delivery (normal delivery) as
defined by the World Health Organisation (WHO, 1996) or uncomplicated caesarean births, aged

above 18, of sound mind at the time of data collection and consented to participate in the study.

3.10 Data analyses

The data for this study was analysed quantitatively. Analyses were done using STATA version 14
and excel. In order to calculate composite scores, an exploratory factor analysis (EFA) was
performed with the 15 satisfaction with child birth services questionnaire and the output is
presented in the appendix (see appendix 5). The Kaiser-Meyer-Olkin (KMO) measure of sampling
adequacy was 0.81, indicating that the present data were suitable for principal components analysis
(PCA). Similarly, Bartlett’s test of Sphericity was significant (p< 0.001), indicating a sufficient

correlation between variables to proceed with the analyses (see appendix 6).
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Four factors were extracted in all with Eigenvalues greater than 1, cumulatively accounting for
53.81% of the total variance explained in the Varimax with Kaiser Normalization rotation solution.
Factor loadings of less than 0.40 were suppressed. Overlaps such as one item loading unto more
than one factor were noticed. Such item(s), satisfaction with the cost of child birth service and

satisfaction with courtesy and respect were removed and the process repeated.

An inspection of the scree plot revealed a clear break after the first component. However, after
having conducted a parallel analysis, the result showed three components with eigenvalues
exceeding the corresponding criterion values for a randomly generated data matrix of the same
size (15 variables x 385 respondents). Thus, it was decided to retain three components for further

analyses.

The first four factors with Eigenvalues greater than 1 for the four factors were compared to the
actual Eigenvalues from Monte Carlo PCA for parallel analysis (see appendix 7). The rule for
accepting a factor using parallel analysis is that the actual Eigenvalue from PCA must be greater
than the Criterion value from the parallel analyses. The result indicated that three factors must be
retained.

An exploratory factor analysis (EFA) was further performed with the 13 SCBS questionnaire. The
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was 0.78, indicating that the present
data were suitable for principal components analyses. Similarly, Bartlett’s test of sphericity was
significant (p< 0.001), indicating a sufficient correlation between variables to proceed with the

analyses.
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Three factors were extracted, and all with Eigenvalues greater than 1, cumulatively accounting for
49.53% of the total variance explained in the Varimax with Kaiser Normalization rotation solution,
with factor 1 contributing 20.35%, factor two contributing 15.77%, and factor three contributing
13.41%. The internal consistency of each of the items in the satisfaction with child birth services
questionnaire was assessed by coefficient alpha which exhibited acceptable internal consistency

(Cronbach's Alpha= 0.79).

Chi-square test of independence was performed to test the association between the dependent and
independent variables in the study. The binary logistic regression model was used to measure the
strength and direction of the significant factors that are associated with women’s satisfaction with

child birth services from the chi-square test of independence.

3.11 Ethical consideration

Approval for this study was obtained from the Ethics Committee for Humanities (ECH) University
of Ghana, Legon (see appendix 2). Also, approval was obtained from the Ghana Health Service-
Northern region health directorate to conduct this study in the Tamale West and Central hospitals
(see appendix 3). The Research and Development Division of the Tamale Teaching Hospital gave

permission for the study to be conducted (see appendix 4).

Oral or written consent of the participants was sought prior to the commencement of the study.
Participation in the study was voluntary and participants reserved the rights to opt out at any point
of the study without being penalised. In consonance with research ethics, no names or personal
identifiers were required on the questionnaire. The responses obtained cannot be traced to any

participant.
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3.12 Chapter summary

Outlined in this chapter is the setting of the study, research approach, study design and population,
Inclusion criteria, techniques for sampling, exclusion criteria, sample size determination, type and
source of data, data collection instruments, study variables and data collection methods and how

data was analysed. Research ethical considerations were addressed.

This study was cross-sectional and employed quantitative method. Data was obtained from the
postnatal women in postnatal wards of the study hospitals and analyses done using STATA version

14 and excel.
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CHAPTER FOUR

PRESENTATION OF RESULTS

4.0 Introduction

This chapter presents the findings of statistical analyses used to determine factors influencing
women’s satisfaction with child birth services in the Tamale metropolis of the northern region of
Ghana. The presentation is done under the following thematic areas: The level of satisfaction with
child birth services and the effect of demographic characteristics and health facility (structural and

process) factors on satisfaction with child birth services.

4.1 Demographic characteristics of respondents

The socio-demographic characteristics of the respondents are shown in Table 4.1. In all, 109
(28.3%), 106 (27.5%) and 170 (44.2%) postnatal women were sampled from the Tamale Central,
Tamale West and Tamale Teaching Hospital respectively. All the respondents were between the
reproductive age cohort of 15 - 49 years with a Mean (M) and (SD) of 27.56 and 5.25 respectively.
Married women 346 (89.9%) dominated in the study. About 147 (38.1%) of the study subjects
engaged in trading as a means of livelihood. A greater number of the study subjects earned monthly
income in the range of 100-300 representing 116 (30.2%) in this study. Poverty levels in the
northern half of the country is high and could possibly be accounting for the reported lower
incomes levels. About 282 (73.2%) of the study subjects reported been urban dwellers. A large
proportion of the study respondents were multiparous women 242 (62.9%), who had spontaneous
vaginal deliveries 272 (70.7%) with a normal delivery outcome 340 (88.3%) and had no education

102 (26.5%).
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Table 4. 1 Socio-demographic characteristics of respondents

Characteristic Frequency Percentage (%)
Age
16-20years 58 15.1
21-30years 204 53.0
> 3(0years 123 31.9
Mean (std. dev.) 28 (5.25)
Marital status
Single 21 5.5
Married 346 89.8
Widowed 13 34
Divorced 6 1.3
Occupation
Trader 147 38.1
Farmer 59 15.3
Housewife 41 10.7
Student 23 6.0
Others 115 29.9
Monthly income
100-300 197 51.3
400-600 116 30.2
700-900 24 6.3
> 1000 47 12.9
Place of residence
Urban 282 73.3
Rural 102 26.7
Delivery outcome
Normal 340 88.3
With complication 45 11.7
Education
No education 102 26.5
Primary 65 16.9
Secondary 123 31.9
Vocational 14 3.6
Technical 7 1.8
Tertiary 71 1.8
Professional 3 0.8
Parity 143 37.1
Primi para 242 62.9
Multi para
Delivery mode
Spontaneous Vaginal delivery(SVD) 272 70.7
Caesarean delivery(CS) 113 29.3

Source: Field survey (2018
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4.2 Structural factors of child health services

Tables 4.2 show women’s responses to structural factors within the hospital during their child birth
services encounter. Midwives/nurses 245 (63.6%) were the majority of health care providers that
rendered health care service to the women. Of the total study respondents, 344 (89.4%) revealed
that they got prescribed drugs from the respective hospital’s pharmacy. About 297 (77.6%)
confirmed to the availability of a waiting area for clients and their relatives whilst 250 (64.9%)

women indicated that the environment of the hospitals was clean.

Table 4. 2 Structural factors within the study hospitals

Characteristic Frequency Percentage (%)
Cleanliness of physical environment

Yes 250 64.9

No 135 35.1

Availability of prescribed drugs

Yes 344 89.4
No 41 10.6
Delivery attendant

Doctor 140 36.4
Midwife/nurse 245 63.6

Presence of waiting area
Yes 297 77.6
No 86 22.4

Source: Field survey (2018)

4.3 Process factors of child health services

As shown in Table 4.3, about 254 (66.0%) reported that privacy was accorded them during their
service encounter. Waiting time to see a doctor or midwife/nurse was short as indicated by 256

(66.5%) respondents. Females 237 (61.6%) dominated the gender of care providers. This can be
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attributed to the fact the nursing and midwifery profession in Ghana is dominated by females. Cost
of child birth services was indicated to be low by 253 (65.7%). This might be due to the policy of

exempting women from paying direct user fees when seeking child birth services.

Table 4. 3 Process related factors

Characteristic Frequency Percentage (%)
Assurance of privacy

Yes 254 66.0

No 131 34.0

Waiting time to see a doctor or midwife/nurse

Long 129 33.5
Short 256 66.5

Sex of delivery attendant
Male 148 38.4
Female 237 61.6

Cost of services

High 132 343
Low 253 65.7

Source: Field survey (2018).

4.4 Women’s level of satisfaction with child birth services

To assess the level of satisfaction with child birth services among postnatal women in the Tamale
metropolis, a composite score was generated from 13 items in the Principal Component Analysis
(PCA) with Varimax rotation. The composite score was computed by summing all the responses
of the items measured on the 5-point Likert scale. The Likert scale responses with their
corresponding numeric values are as follows: very satisfied (5), satisfied (4), somewhat satisfied
(3), dissatisfied (2), and very dissatisfied (1). A score between 3-5 on the Likert scale was

categorised as satisfied, and a score of 1-2 on the Likert scale was categorised as dissatisfied.
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Approximately 80.0% of the postnatal women were satisfied with child birth services compared

to (20.0%) who were not satisfied as presented in Figure 4.2.

Satisfaction with Child Birth Services
1= Satisfied 2=Not Satisfied
Referral Link Distance Information Cleanliness
80 100 80
50+
. 50 .
40 25 40
0 ] (0] 0 | 0 ]
T T T T T T T T
1 2 1 2 1 2 1 2
Cost Drug Availability Cleaningness of WA Waiting Time
100 100 80
50—
504 50 40 4
- 254
c
o ¢ T T 0 T T 0 T T 0 T T
(8} 1 2 1 2 1 2 1 2
o
Courtes Examination Gender Privac
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50
504 504 504
25
—— — ——
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Figure 4. 1 Distribution of satisfaction items with respect to child birth services

Source: Field survey (2018)
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m Not Satisfied (N=78)
m Satisfied (N=307)

Figure 4. 2 Satisfaction with child birth services among postnatal women
Source: Field survey (2018).

4.5 Chi-square test of association between women’s demographic characteristics and
satisfaction with child birth services

Chi-square test of independence was performed to test the association between women’s
demographic characteristics with satisfaction with child birth services. The chi-square analysis
showed that age of women (p<0.01), type of occupation (p<0.01), place of residence (p<0.01) and
delivery outcome (p<0.01) were the significant demographic factors that were associated with

satisfaction with child birth services. Table 4.4 presents results from the chi-square analyses.
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Table 4.4 Chi-square test of the relationship between women’s demographic characteristics

and satisfaction
Child Birth Services, n (%) 1
Variable Not satisfied Satisfied P-value
Age
16-20years 18(4.7) 40(10.4) 0.004**
21-30years 46(11.9) 158(41.0)
>3(0years 14(3.6) 109(28.3)
Marital status
Single 4(1.0) 17(4.4) 0.204
Married 72(18.7) 274(71.2)
Widowed 0(0.0) 13(3.4)
Divorced 2(0.5) 3(0.8)
Ethnicity
Dagomba 40(10.4) 167(43.4) 0.854
Gonja 7(1.8) 29(7.5)
Mamprusi 11(2.9) 31(8.1)
Bimoba 7(1.8) 23(6.0)
Others 13(3.4) 57(14.8)
Religion
Christian 29(7.5) 88(22.9) 0.343
Muslim 48(12.5) 215(55.8)
Others 1(0.3) 4(1.0)
Educational background
No education 23(6.0) 79(20.5) 0.454
Primary 18(4.7) 47(12.2)
Secondary 22(5.7) 101(26.2)
Vocational 3(0.8) 11(2.9)
Technical 2(0.5) 5(1.3)
Tertiary 10(2.6) 61(15.8)
Professional 0(0.0) 3(0.8)

*¥p<0.01, *p<0.05 Source: Field survey (2018).
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Table 4.4 Continued. Chi-square test of the relationship between women’s demographic

characteristics and satisfaction

Child Birth Services, n (%) 1
Variable Not satisfied Satisfied P-value
Occupation
Trader 27(7.0) 120(31.2) 0.001**
Farmer 23(6.0) 36(9.4)
Housewife 10(2.6) 31(8.1)
Student 3(0.8) 20(5.2)
Others 15(3.9) 100(26.0)
Level of income
100-300 45(11.7) 152(39.5) 0.295
400-600 24(6.2) 92(23.9)
700-900 4(1.0) 20(5.2)
>1000 5(1.3) 42(10.9)
Place of residence
Urban 48(12.5) 234(60.8) 0.009**
Rural 30(7.8) 73(19.0)
Parity
Primi-para 22(5.7) 121(31.5) 0.067
Multi-para 56(14.5) 186(48.3)
Mode of delivery
Spontaneous vaginal delivery 57(14.8) 215(55.8) 0.598
Caesarean section 21(5.5) 92(23.9)
Delivery outcome
Normal 61(15.8) 279(72.5) 0.002%**
With complications 17(4.4) 28(7.3)

**p<0.01, *p<0.05 Source: Field survey (2018).
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4.6 Association of structural factors with satisfaction with child birth services

Chi-square analysis showed that that only presence of waiting area (p<0.05) was significantly
associated with satisfaction with child birth services. The results of the chi-square test are

presented in Table 4.5.

Table 4. 5 Association of structural factors with satisfaction with child birth services

Child Birth Services, n (%) 1
Variable Not satisfied Satisfied P-value
Physical facility
Yes 53(13.8) 197(51.2) 0.532
No 25(6.5) 110(28.6)

Availability of prescribed drugs
Yes 73(19.0) 271(70.4) 0.174
No 5(1.3) 36(9.4)

Delivery attendant
Doctor 25(6.5) 115(29.9) 0.375
Nurse/Midwife 53(13.8) 192(49.9)

Presence of waiting area
Yes 67(17.4) 230(59.7) 0.048*
No 11(2.9) 75(19.5)

Source: Field survey (2018) **p<0.01, *p<0.05

4.7 Process related factors associated with satisfaction of child birth services

Chi-square test of independence was performed to test the association between process factors
with satisfaction with child birth services. It was found that assurance of privacy thus as attending
to women in separate rooms or under screened areas (p<0.05) and service cost (p<0.05) had
significant association with women’s satisfaction with child birth services. The results of the chi-

square tests are presented in Table 4.6.
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Table 4. 6 Process related factors associated with satisfaction with child birth services

Child Birth Services, n (%) 1
Variable Not satisfied Satisfied P-value
Assured privacy
Yes 44(11.4) 210(54.5) 0.046*
No 34(8.9) 97(25.2)

Waiting time to see a doctor or Midwife/Nurse
Long 31(8.1) 98(25.5) 0.191
Short 47(12.1) 209(54.3)

Sex of delivery attendant
Male 27(7.0) 121(31.4) 0.437
Female 51(13.2) 186(48.3)

Cost of service
High 34(8.8) 98(25.5) 0.049*
Low 44(11.4) 209(5.3)

Source: Field survey (2018) **p<0.01, *p<0.05

4.8 Logistic regression of factors associated with satisfaction with child birth services
satisfaction

Binary logistic regression was used to measure the strength and direction of the significant factors
that are associated with women’s satisfaction with child birth services from the chi-square test. It
was revealed that women who were aged 21-30 years (OR=2.32, 95% C.I=1.39-3.88) were
approximately 2 times more likely to be satisfied with the child birth services as compared to those
aged 16-20 years. Also, women aged above 30 years (OR=5.67, 95% C.1=2.84-11.29) were
approximately 6 times highly likely to be satisfied with services as opposed to those aged 16-20
years. Women who responded no to the availability of a waiting area for client and relatives at the
study hospitals hospital (OR=2.36, 95% C.I=1.14-4.83) were approximately 2 times more likely
to be satisfied regarding child birth services than those who did observe a waiting area.

Respondents who indicated no to the assurance of privacy (OR=1.73, 95% C.I=1.08-2.77) were
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found to be 76% highly likely to be satisfied with the child birth services as opposed to those
assured of privacy. Among women who indicated that cost of service was low (OR=1.73, 95%
C.I=1.08-2.76), it was found that they were also 76% more likely to be satisfied with child birth
service as compared to those who indicated the cost of child birth services were high. The results

of the logistic regression analysis are presented in Table 4.7.
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Table 4. 7 Logistic regression analysis of significant variables associated with child birth

services satisfaction

Explanatory Variables n (%) Coefficients Odds ratio  95% C.1
Socio-demographic factors

Age (years)

16-20(ref) 58(15.1)

21-30 204(53.0) 0.84** 2.32 1.39-3.88

>30 123(31.9) 1.73%%* 5.67 2.84-11.29

Occupation

Trader (ref) 147(38.1)

Farmer 59(15.3) -0.37 0.69 0.33-1.46

House wife 41(10.7) -0.13 0.88 0.37-2.06

Student 23(6.0) 0.74 2.09 0.54-8.07

Others 115(29.9) 0.56 1.75 0.89-3.42

Residence

Urban (ref) 282(73.3)

Rural 102(26.7) -0.21 0.81 0.45-1.45

Delivery outcome
Yes (ref) 340(88.3)
No 45(11.7) -0.31 0.73 0.32-1.59

Structural related factors
Presence of waiting area
Yes (ref) 297(77.6)
No 86(22.4) 0.86 2.36%* 1.14-4.83

Process-related factors
Assurance of privacy
Yes (ref) 254(66.0)
No 131(34.0) 0.55 1.73*% 1.08-2.77

Cost of service
High (ref) 132(34.3)
Low 253(65.7) 0.54 1.73% 1.08-2.76

Source: Field survey (2018) **p<0.01, *p<0.05; OR= Odds Ratio; C.I= Confidence Interval
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4.9 Chapter Summary

Specifically, this study was designed to identify factors that influence women’s satisfaction with
child birth services. Findings of the study are presented in this chapter in line with the objectives
set. It was presented under the following sub-units; the level of satisfaction with child birth
services, demographic characteristics of postnatal women that affect satisfaction with facility-
based child birth services and health facility-based factors that affect postnatal women’s
satisfaction with child birth services. Statistically, significant association is established between
the dependent and independent variables. Credibility is therefore given to the conceptual
framework used in this study which indicates that structure, process and demographic factors

influence satisfaction with child birth services.
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CHAPTER FIVE

DISCUSSION OF FINDINGS

5.0 Introduction

This chapter presents a discussion of the findings from the study. This is done in relation to the
objectives of the study and the literature reviewed. Again, the discussion is done to ascertain if the
findings of this study conform to or contradict what exist in the literature. The discussion follows
the order of the study objectives-the level of satisfaction with child birth services and demographic
and health facility factors that influence child birth services satisfaction. It also provides a
summary of key findings, the implication of the study, conclusions and recommendation based on

the findings, limitations and possible suggestions for future research.

5.1 Level of satisfaction with facility-based child birth services

Generally, 80% of women seeking child birth services in the three hospitals reported being
satisfied with the level of care. This percentage reported is higher than findings from similar studies
in, Felege Hiwot referral hospital where satisfaction was reported to be 75% (Mekonnen et al,
2015). Also, this study’s finding is higher than findings from similar studies in Kenya under the
free maternal health policy where reported satisfaction was 54.4% (Gichangi & Mwanda, 2018).
Further, the finding from this study is greater than findings from the Amhara region of Ethiopia
and Nairobi, Kenya where satisfaction was reported to be 61.9% and 56%% respectively (Bezant
& Koenig, 2009; Tayelgn et al, 2011). However, reported satisfaction with child birth services in
Debre Markos town of northwestern Ethiopia was 82% which is higher than the percentage of

satisfaction in this study (Bitew et al, 2015).
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Several possible reasons could be cited for the reported satisfaction with child birth services among
postnatal women in the Tamale metropolis. The study was conducted in a teaching hospital and
two other hospitals with a status similar to a district hospital. Healthcare delivery (child birth
services inclusive) in these categories of hospitals are expected to be of high quality and could

possibly have accounted for the reported satisfaction.

5.2 Association between demographic characteristics and satisfaction

Several studies have been carried out to identify the determinants of satisfaction with healthcare
by (Ampofo & Opoku-Danso, 2017; Srivastava et al, 2015). Unexpectedly, findings from these
two studies are inconclusive and contradictory. The Influence of demographic characteristics of
women on satisfaction with child birth services remains varied in the literature (Batbaatar et al,
2017).

Statistically, a significant association was established between some demographic characteristics
of respondents such as age, occupation, place of residence and delivery outcome with satisfaction
with child birth services in this study. This contradicts with findings by Ampofo & Opoku-Danso
,(2017) in which demographic characteristics of clients did not affect their satisfaction with
healthcare services. It further contradicts findings from a study in the city of Riyadh in the kingdom
of Saudi Arabia which concluded that demographic characteristic of patients did not affect their

satisfaction with facility-based care received (Sakkak et al, 2008).

Even though the aboved mentioned studies revealed that there is no statistically significant
association between the following demographic characteristics, marital status, education, income
levels and parity with satisfaction with child birth services, the following was observed: Married

women reported higher satisfaction compared to single or unmarried women. The finding is
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consistent with findings reported by others researchers (Oladapo & Osiberu, 2009; Quintana et al,
2006; Tayelgn et al, 2011). These findings indicate that married women reported higher
satisfaction with child birth services compared to single or unmarried women. Also, there was no
statistically significant association between women’s level of education and satisfaction with child
birth services in this study. Women with no education reported higher satisfaction. Lack of
education prevents women from assessing and appreciating the quality of care that is offered to
them. This is consistent with findings by others (Atinga et al, 2014; Overgaard et al, 2012), who
indicated that women with little or no education were more satisfied with child birth services
compared to women with higher education. Income levels or economic status of patients
influenced their satisfaction with health care in several ways. For example well-to-do clients are

able to use their status to attract attention during their care process.

In this study, it is it reported that the respondent’s occupation was statistically significant and
influenced satisfaction with child birth services. Respondents who engaged in trading activities as
means of livelihood reported satisfied with child birth services. This is in contrast with finding by
Overgaard et al, (2012) where non-working women reported higher satisfaction with child birth

services.

Contrary to the fact that rural women report higher satisfaction with child birth services (Atkinson
& Haran, 2005; Melese et al, 2014), in this study, urban dwellers (statistically significant) reported
higher satisfaction than rural dwellers. Rural women often have low expectations because of their
previous experiences with health facilities in rural areas that do not offer the same quality of child
birth services as health facilities in urban areas. The reverse is the case in this study probably due

to the fact that rural respondents were few (27%) in relation to the total sample size.
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Being multi parous, women with two or more previous deliveries were more satisfied with child
birth services compared to primiparous women (women delivering for the first time). This is
consistent with Ferrer et al, (2016); Rijnders et al, (2008) who revealed that parity influences
women’s satisfaction where multiparas reported satisfied as compared to Primi-paras. Experiences
from previous deliveries might be the reason why multiparous women report higher satisfaction.
It, however, contradicts the findings of Okumu & Oyugi, (2018) which indicated that parity did

not influence women’s satisfaction with child birth services.

Mode of delivery (either SVD or caesarean section) is reported as having an effect on women’s
satisfaction with child birth services. Having an SVD is said to result in higher satisfaction
compared to assisted or cesarean section (Siassakos et al, 2009). Findings from this study indicate
that there is no statistically significant relationship between mode of delivery and women’s
satisfaction with child birth services. However, women who had SVD reported higher satisfaction
compared to those that had caeserean section. Similarly, Sachsanidis, (2018) reports that women

who had SVD reported higher satisfaction compared with child birth.

The experiences women undergo varies with the mode of deliveries. The joy that comes with
having a successful delivery is enormous and has the possibility of eroding away the negative
experiences that a woman goes through during delivery. This might possibly be the reason why
the mode of delivery did not influence women’s satisfaction with child birth services in the Tamale

metropolis.

Delivery outcome was found to be statistically significant in this study. Having a normal or
complicated delivery outcome influenced women’s satisfaction with child birth services. Women

with normal delivery outcome indicated that they were more satisfied with child birth services

Page 67 of 120



compared to postnatal women with delivery complications. This is in contrast to findings from a
study in Nairobi, Kenya (Bazant & Koenig, 2009) where women who experienced delivery
complications reported satisfaction with child birth services. Contrary a study conducted in
Ambhara region of Ethiopia Tayelgn et al, (2011) reports that about 57 women representing 13%
of postnatal women that suffered complications reported less satisfaction with child birth services
compared to 32 postnatal women representing 7.7% reporting been satisfied with child birth
services. The reported satisfaction associated with the complicated delivery outcome is often due

to the survival of the mother and child.

5.3 Factors influencing women’s satisfaction

The age of the respondents, the presence of a waiting area for clients and their relatives, assurance
of privacy thus attending to women in separate rooms or under screened areas and cost of child
birth services were the main factors influencing women'’s satisfaction with child birth services in

the Tamale metropolis from the logistic regression analyses.

Cost of child birth services emerged as one of the major determinants of women’s satisfaction with
child birth services where women who found the cost to be low were more likely to be satisfied
with child birth services compared to those who found the cost to be high. Clearly, this is consistent
with the findings of Tayelgn et al, (2011), where women who paid less for child birth services
reported higher satisfaction. In contrast, Gichangi & Mwanda, (2018), revealed that cost of child
birth services was not a factor responsible for women’s satisfaction with child birth services and
that other factors accounted for women’s satisfaction. Due to the policy exempting women from
direct payment of user fees when accessing child birth services in Ghana, women pay just a little

or no fee at all when seeking child birth services. This makes it possible to have money to cater
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for other needs that may arise during their pregnancy-child birth continuum. The joy of receiving
child birth services without having to pay much is enormous and could possibly explain the reason

for the reported satisfaction.

Women seeking child birth services would have to always endure long queues due to systematic
and human challenges that confront the health care delivery process in Ghana. The presence of a
waiting area for clients and their relatives was a major predictor of women’s satisfaction in the
study. Similarly, Hasan, (2007), revealed that, in hospitals where waiting area was available and
spacious, women would be in a position to seek child birth services in such hospitals compared to
hospitals where waiting areas were not spacious or lacking. Also, Tayelgn et al, (2011) reported
similar findings where the presence of a waiting area for clients and relatives influenced women’s
satisfaction.

Another significant determinant of satisfaction with child birth services among women this study
identified is the assurance of privacy such as attending to women in separate rooms or under
screened areas. Providing and maintaining privacy throughout all procedures involved in child
birth services is reported as a need by Egyptian women (Ghani et al, 2011). In this study,
respondents who indicated no to the assurance of privacy were more likely to be satisfied with
child birth services compared to those who indicated yes. This contradicts with findings by
Tayelgn et al, (2011) in the Amhara region of Ethiopia, where the lack of privacy when receiving
child birth services was a source of dissatisfaction to women that sought such services. Child birth
services especially delivery comes with unpleasant experiences. Some of these experiences are
often difficult to bear. The ultimate desire of women in such conditions is to deliver quickly and

as such privacy would not be a matter of concern.
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The influence of the client’s age on satisfaction with healthcare is known in the literature. The age
of respondents in this study statistically determined whether respondents will report being satisfied
or otherwise with child birth services. Respondents within the age brackets of (16-20) and above
30 years reported higher satisfaction with child births services. This is in clear contradiction to the
findings by Ferrer et al, (2016) which indicate that the age of women did not influence their
satisfaction with child birth services. Similarly, a study conducted, in the southeastern United
States, Goodman et al, (2004) revealed that older women tend to be more satisfied with child birth
services compared to younger women. Satisfaction among older women is attributed to their
experience and maturity (Srivastava et al, 2015). Zasloff et al, (2007) found that Swedish younger
women were less satisfied with child birth services compared to older women. Findings from this
study give credence to the fact that, the age of a woman has an influence on their satisfaction with

child birth services.

5.4 Summary findings

Patient’s satisfaction with the quality of healthcare is influenced by several quality dimensions
which are dependent of the health facility being studied (Zineldin, 2006). That satisfaction with
child births services is multi-dimensional and it is affected by several factors as well (Sawyer et
al, 2013). The purpose of this study is to assess the level of satisfaction with child birth services
among postnatal women as well as identify the factors that cause satisfaction or dissatisfaction

with an intend to advocate for an improvement and also to inform policy direction.

Findings from the research show that more still needs to be done in the area of facility-based child
birth services. Valuable results provided in this study can be used to improve the quality of child

birth services in the study hospitals and other hospitals across the country. Four variables that is,
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age of respondent, the presence of a waiting area for clients and their relatives, assurance of privacy
such as attending to respondents in separate rooms and under screened areas and cost of child birth
services were retained as significant variables from the logistic regression. This clearly shows the
importance of these variables towards ensuring that child birth services are offered in a manner
that meets the expectation of clients and as such should be the target of efforts aimed at improving

child birth services.

5.5 Conclusions

Over the years, a global consensus has been reached on the measures that are significant in
reducing the number of women that die from a pregnancy-related cause. Skilled attendance is
identified as one of the measures and it is used as a benchmark to monitor the progress of the target
of having 80% of all deliveries in Ghana occurring in hospitals. Generally, skilled delivery
attendance is associated with lower maternal mortality rates. In this regard, there is the need for
health care professionals (especially midwives) to discharge their duties in a professional manner

in order not to discourage women from the use of facility-based child birth services.

This study sought to assess the level of satisfaction with child birth services in the Tamale
metropolis. Literature has it that, structural and process factors influence health outcome (in this
case satisfaction with child birth services) (Srivastava et al, 2015). The Donabedian structure,
process and outcome framework was adopted and a modification made to add demographic

characteristics to assess the determinants of child birth services satisfaction.

The study findings indicate that about 80% of the women that participated in the study reported
satisfied with child birth services whilst 20% reported dissatisfied. Cost of child birth services,

assurance of privacy and the availability of a waiting area for clients and their relatives were the
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key factors influencing women’s satisfaction. It is therefore incumbent on the management of the
study hospitals to work at increasing satisfaction levels since it is an indicator of health care quality
especially, provision of privacy during service encounter and the availability of waiting area for

clients and their relatives.

5.6 Contribution to knowledge

A lot of cost-effective measures have been put in place in order to reduce maternal deaths which
are associated with pregnancy. These measures include the provision of quality ANC,
comprehensive package for nutrition and health services, access to family planning services,
access to skilled delivery, availability of basic and comprehensive EmOC and exemption of
pregnant women from direct user fees in public health facilities. Despite all these measures, the
quality of child birth services is reported to be poor (Ministry of Health, 2008) and is affected by

health care providers attitude (Yidana & Issahaku, 2014).

The study on factors that influence satisfaction with child birth services is useful in ensuring that
quality child birth services that meet women’s expectations are provided in health facilities. Health
care planners and policy makers can through this ensure that child birth services that meet women’s

expectations are provided.

5.7 Recommendation(s)

» There is the need for a concerted effort on the part of stakeholders in the area of health to
work at sustaining maternal health policies especially exemption of women from direct
fees payment for child birth services. It should be seen to be entirely free devoid of hidden
and illegal charges from care providers which have the tendency to discourage women

from patronising facility-based child birth services.
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» Additionally, to make child birth services satisfying for women, there is an urgent need
for management of the Tamale west and central hospitals to work on improving the
quality of infrastructure of the hospitals especially the provision of a conducive waiting
area for clients and their relatives that patronise child birth services.

» Lastly, management of the study hospitals should make clients privacy a priority. Strict
privacy ought to be provided all women seeking child birth services thus women should

be attended to privately in separate rooms or under screens.

5.8 Limitations and opportunities for future research

Some challenges were encountered during data collection. In order to cater for their babies, some
women hurriedly read and answered the questionnaire. This implies that care was not taken to
understand the questions and responses that were needed. Retrieval of some questionnaires was a

challenging task as some discharged women went home with the questionnaires.

The non-inclusion of women who had complicated SVD and caesarean delivery could possibly
effect the results of this study since they have a different child birth experience and could possibly
have a different perception about the quality of child birth services. Future research should

consider interviewing such women in their homes after discharge from the hospital.

Views of women that attended private hospitals were left out since the study participants were
drawn from only public hospitals. Future studies can consider drawing participants from private
hospitals or maternity homes where child birth services are provided for a comparison to be made

on the levels of satisfaction.
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5.9 Chapter summary

This chapter discussed the findings of the results. This discussion focused on the level of
satisfaction as well as determinants of satisfaction with child birth services in the Tamale
metropolis. The discussion revealed that satisfaction predictors are the age of respondents, the
presence of waiting area for clients and their relatives, assurance of privacy such as attending to
women in separate rooms or under screened areas and the cost of child birth services. Also,
summary of key findings, the implication of the study, conclusions and recommendation based on

the findings, limitations and possible suggestions for future research.
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APPENDICES
Appendix 1: Questionnaire women’s satisfaction with child birth services

UNIVERSITY OF GHANA

DEPARTMENT OF PUBLIC ADMINISTRATION AND HEALTH SERVICES
MANAGEMENT

SURVEY QUESTIONNAIRE FOR DELIVERED MOTHERS

My name is Ndeogo A. Abdallah, a postgraduate student (Pursuing MPhil in Health Services
Management) from the University of Ghana Business School (UGBS) who is researching on the
topic “Factors influencing women’s satisfaction with childbirth services in the Tamale
metropolis of the northern region of Ghana”. 1 wish to assure you that this is an academic study
and all information obtained will strictly be used for academic purposes.

You are also assured of absolute anonymity and confidentiality. There is no right or wrong answer.
Tick to indicate response

SECTION: A. DEMOGRAPHIC CHARACTERISTICS

l.Ageinyears...................

2. Marital status: 1. Single [ ] 2. Married [ ] 3. Widowed [ ] 4. Divorced [ |

3. Education level: 1. No education [ ] 2. Primary [ | 3. Secondary [ ] 4. Vocational [ ] 5. Technical
[ ]16. Tertiary [ ] 7. Professional [ ]

4. Occupation: 1. Trader [ ] 2. Farmer [ | 3. House wife 4. Student [ ] 5. Others, specify.............
5. Average monthly income: 1.100- 300 [ ] 2. 400-600 [ ] 3. 700-900 [ ] 4. 1,000- Above | ]

6. Residence: 1. Urban [ ] 2. Rural [ ]

7. Parity: 1. Primi-para [ ] 2. Multi-para [ ]

8 Wanted status of Pregnancy: 1. Wanted [ | 2. Unwanted | ]

9. Mode of delivery: 1. Spontaneous virginal delivery [ ] 2. Caesarean section | ]

10 Delivery outcome 1. Normal [ ] 2. With Complications | ]

SECTION: B. QUESTIONS ON DELIVERED MOTHERS SATISFACTION
I. HEALTH FACILITY RELATED
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11. Satisfaction with distance travelled to health facility: 1. Very dissatisfied [ ] 2. Dissatisfied [ ]
3. Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

12. Satisfaction with information of service at the hospital: 1 Very dissatisfied [ | 2. Dissatisfied
[1 3. Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

13. Referred from a health institution: 1.Yes [ ]2. No [ ].......ceenvenn. If NO skip

14. Satisfaction with referral link 1. Very dissatisfied [ | 2. Dissatisfied [ ] 3. Somewhat satisfied
[14. Satisfied [ ] 5. Very satisfied [ ]

15. Cost of child birth services: 1. High [ ] 2. Low [ ]

16. Satisfaction with cost of child birth services: 1. Very dissatisfied [ ] 2. Dissatisfied [ ] 3.
Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

17. Availability of prescribed drugs 1.Yes [ ] 2. No [ ]

18. Satisfaction with availability of prescribed drugs: 1. Very dissatisfied [ | 2. Dissatisfied [ ] 3.
Somewhat satisfied [ ] 4. Satisfied [ | 5. Very satisfied [ ]

19. Presence of waiting area for clients and their relatives: 1. Yes [ ] 2. No [ ]

20. Satisfaction of cleanliness of waiting area: 1. Very dissatisfied [ ] 2. Dissatisfied [ ] 3.
Somewhat satisfied [ ] 4. Satisfied [ | 5. Very satisfied [ ]

I1 CARE PROVIDER RELATED:
21. Waiting time to see a doctor or midwife/nurse: 1. Long [ ] 2. Short [ ]

22. Satisfaction with waiting time to see a doctor or midwife/nurse: 1. Very dissatisfied [ ] 2.
Dissatisfied [ ] 3. Somewhat satisfied [ | 4. Satisfied [ ] 5. Very satisfied [ ]

23. Satisfaction with courtesy and respect during service encounter: 1. Very dissatisfied [ ] 2.
Dissatisfied [ ] 3. Somewhat satisfied [ | 4. Satisfied [ ] 5. Very satisfied [ ]

24 Satisfaction with the way of examination: 1. Very dissatisfied [ ] 2. Satisfied [ ] 3. Somewhat
satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

25. Delivery attendant professional: 1.Doctor [ | 2. Midwife [ ]
26. Delivery attendant professional gender: 1.Male [ ] 2. Female [ ]

27. Satisfaction with the professional gender: 1. Very dissatisfied [ ] 2. Dissatisfied [ ] 3. Somewhat
satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

28. Measures taken to assure privacy thus attending to women in separate rooms or under screened
areas: 1 Yes[]2. No[]

Page 97 of 120



29. Satisfaction with measures taken to assure privacy: 1. Very dissatisfied [ | 2. Dissatisfied [ ] 3.
Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

30. Satisfaction with completeness of information: 1. Very dissatisfied [ | 2. Dissatisfied [ ] 3.
Somewhat satisfied [ | 4. Satisfied [ ] 5. Very satisfied [ ]

31. Satisfaction with assurance of confidentiality: 1. Very Dissatisfied [ ] 2. Dissatisfied [ ] 3.
Somewhat satisfied [ | 4. Satisfied [ ] 5. Very satisfied [ ]

32. Satisfaction with pain control: Very dissatisfied [ ] 2. Dissatisfied [ ] 3. Somewhat satisfied [ |
4. Satisfied [ | 5. Very satisfied [ ]

33. Satisfaction with general hospital cleanliness: 1. Very dissatisfied [ ] 2. Dissatisfied [ ] 3.
Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

34. Satisfaction with overall child birth services received: 1. Very dissatisfied [ ] 2. Dissatisfied []
3. Somewhat satisfied [ ] 4. Satisfied [ ] 5. Very satisfied [ ]

Thank you for your time.
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Appendix 2: Ethical clearance from ECH-ISSER
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Appendix 3: Permission from northern region health directorate

Page 100 of 120



Appendix 4: Permission from Tamale Teaching hospital
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Appendix 5: Rotated component matrix for PCA with Varimax rotation of three-factor
solution of the 13 SCBS items

Satisfaction Variables Factors
Access to Privacy and Responsive
Care Confidentiality care
Satisfaction with referral link 0.848
Satisfaction with distance to health 0.725
facility
Satisfaction with waiting time to see 0.502
doctor or midwife/nurse
M (SD) 0.692(0.175)
Satisfaction with the gender of the 0.617
attendant
Satisfaction with measures taken to 0.697

assure privacy

Satisfaction with the completeness of 0.482
information

Satisfaction with the assurance of 0.735
confidentiality

Satisfaction with pain control 0.477

M (SD) 0.602 (0.119)
Satisfaction with information of service 0.625
Satisfaction with hospital cleanliness 0.681

Satisfaction with the availability of 0.664
prescribed drugs

Satisfaction with the cleanliness of 0.760
waiting area for clients/relatives

Satisfaction with way of examination 0.692

M (SD) 0.684(0.05)

Source: Field survey, 2018. Extraction Method: Principal Component Analysis. Rotation
Method: Varimax with Kaiser Normalization. Variance Explained for the Three
Factors: 49.53%
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Appendix 6: KMO and Bartlett's Test

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 0.811
Bartlett's Test of Sphericity Approx. Chi-Square 398.402
df 105
Sig. 0.001
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Appendix 7: Comparing Eigen Values from Monte Carlo PCA and Actual Eigen Values

Factor Actual Eigen values from Criterion value from parallel Decision
Number PCA analysis

1 4.171 1.354 Accept
2 1.546 1.270 Accept

3 1.297 1.211 Accept

4 1.058 1.158 Reject
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