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ABSTRACT

Background Health care provider-client communication during Antenatal care is an effective
strategy to improve maternal health care seeking behavior and satisfaction with health services.
However, the presence of miscommunication, lack of communication, or unsatisfactory
communication between health care providers and clients pose a significant challenge in the health

care service utilization.

Objective The aim of this study was to assess the client-health care provider communication
including client satisfaction in public hospitals at antenatal care clinics, in Addis Ababa, Ethiopia.
Method: A cross-sectional study design using both quantitative and qualitative methods was
employed from October to June 2012. 425 consecutive clients of antenatal care took part in the
study. Additionally, in-depth interview was conducted among 15 purposively selected antenatal
clients, 17 conveniently selected health care providers using interview guides.

Results: The mean (SD) age of antenatal clients was 27.6+4.7 years; majority having secondary
(33.4%) and tertiary education (34.4%); and Only 161(37.9%) antenatal clients were satisfied by
health care providers’ quality of communication. Getting care by one provider at different visits
(AOR=0.55;95%CI1:0.32,0.96), longer duration of time for discussion(AOR=0.29;95%C1:0.11,0.77),
clients’ feeling of privacy(AOR=0.47;95%CI:0.22,0.99),health care providers’ empathy (AOR=0.41;
95%CI:0.22,0.77) and information provision (AOR=0.09; 95% CI: 0.05, 0.17) were significantly
associated with better client satisfaction. Time constraint due to heavy clients’ load (88.0%),
multiple clinical task (71.0%), and lack of dedicated space for communication (58.8%) were the
most common barriers of optimal communication reported by health care providers.

Conclusion and Recommendation: more than 3 out of 5 of antenatal clients were not satisfied by
the providers’ quality of communication. Insufficient discussion time, suboptimal health care
providers’ empathy and information provision, lack of feeling of privacy and lack of continuity of
care by same health care providers were the main factors that contributed to the low antenatal client
satisfaction on health care provider’s quality of communication.

Better demonstration of empathy, information provision, longer discussion time, continuity of care
with one provider and providing sufficient feeling of privacy should be encouraged to improve
antenatal clients’ satisfaction on health care providers’ quality of communication. Attempt should be
made to free health care providers at ANC from multiple clinical tasks with more attention given to

ensuring  dedicated space to improve optimal  provider-client  communication.

Vi



1. INTRODUCTION

1.1 Back ground

Antenatal care is a care that a woman receives during pregnancy which helps to ensure healthy
outcomes for women and newborn. It includes planning for pregnancy and continues in to the early
neonatal and postpartum period [1]. The antenatal care strategies is to empower women
understanding the care they receive, as well as the antenatal care procedures used, enabling informed
decision making of pregnant women particularly to prevent maternal to child transmission of
HIV/AIDS.

The medical approach of the care in general is to identify and minimize risk factors that may
influence maternal and fetal health [2]. To achieve these goals it is necessary for the professional to
have good communication skills. From a medical perspective, good communication is associated
with ability to elicit a history from a patient, in order to make diagnosis accurate and linked with

patient satisfaction, adherence to medical recommendation and health outcome [3].

Health care provider- client communication is a dynamic two ways verbal and non verbal
information exchange starting from diagnosis to treatment plan. The qualities of communication are
necessary to ensure good-quality services are provided and service users are satisfied. It is through
communication that trust and rapport are established between the provider and user of a service.
Emotional support and the communication of concern and understanding by health staff are often as
crucial in providing quality services as is clinical care. If there is a strong provider-user relationship
established in this way, it becomes easier to move towards open dialogue on more sensitive aspects

of reproductive health. [4, 5].

The health care provider client communication varying along the dimension of patient’s autonomy
and provider paternalism.

Physician-centered in this relationship provider will determine the best course of action for the
patient to act in accordance with the providers’ recommendations in which the autonomy of the
client included under the physician’s responsibility and the care provider underestimate client’s
desire of information with frequently interrupts immediately after they begin their opening

Statements.



Client centered; provider conveys technical expertise and assist clients to interpret and understand
their own values more fully. Client and provider work together as partner to reach a mutually

acceptable decision.

When clients are informed and involved in decision making, they are more adherences to medical
recommendation and carry out more health related behavioral change [3, 6, 7].

Good communication between users and providers of any service is essential; but it is especially
important when providing RH services, given the sensitive nature of some of the issues that are
addressed (such as sexual violence, female genital mutilation, and providing contraceptives to
adolescents, pregnancy diagnosis and follow up [5]. The "three phases of delay Model "also
highlights the importance of quality of communication between clients and health care providers in
the prevention of maternal death by describing the sequence of events from late recognition of

danger signs to maternal death [8].

However, previous research on communication between health care providers and consumers of
health care has shown that women do not receive adequate information about their pregnancy. For
example, some of these researchers found that providers of health care impose barriers to
communication by sort out different categories and they not pay attention to information requests of
the client. Physicians and midwives also found to give advice that pregnant woman were expected to
accept without question.[9,10,11]. Thus, it is not surprising that studies in Guinea Bissau and
Pakistan reveal that pregnant woman prefer the services of traditional birth attendants to hospital

staff because they enjoy free interaction and are shown respect[12].

The aim of this study is therefore, to assess the barriers for provider barrier of communication and
the client satisfaction with health care provider quality of communication in the context of an
antenatal care in Addis Ababa hospitals. Multiple tools are available to assess the competence of
communication but for this research the researcher uses,”” the primary evaluation criteria’’ that
comes from the Kalamazoo consensus statement (KCS) which define seven essential element of
health care provider-client communication (establish rapport, open discussion, gathers information,
understand client perspective of illness, share information, reach agreement on problems and plan

and provide closure) [13].



1.2 Statement of the problem

Antenatal care provides an important opportunity to improve maternal understanding of care during
and after pregnancy [1] .Global experiences show that ANC utilization is higher than delivery by a
professional in the larger majorities of countries in the developing world and similarly in our country
Ethiopia [14].

Relatively high coverage of antenatal care enables health care personnel to reinforce communication
across visits, which is an integral part of health care system and most frequently performed
intervention during antenatal care starting from general prenatal care, danger sign counseling, birth
preparedness, clean delivery to new born care, in addition in antenatal care, health service
communication is a fundamental platform in order to reduce the health burdens that arise due to

pregnancy related complication [1,2].

The various ability of health care provider in diagnosis as well as the unique challenge of maternal
health care affects the health outcomes .Despite these challenge the way health care provider-client
interact in decision-making, finding of opportunity treatment and sharing of ideas in other topic
influenced by communication [15].

Even though provider-client communication reduces the challenge that arises due to pregnhancy
related complication and critically affects the delivery services, it is mostly ignored in medical
research and practices.[16] and there is lack of communication, which creates situations where
medical errors to occur. Medical errors, especially those caused by miscommunication, lack of
communication, or unsatisfactory communication between health care provider and client pose a
significant challenge in health care system particularly in developing country including Ethiopia
[17].



1.3 Research questions

The present research, tries to assess what factors facilitate or hinder the communication between
clients and health care providers on the provider perspectives.

What are the major determinants of client satisfaction with their health care provider quality of

communication in public hospitals in Addis Ababa, Ethiopia.

1.4 Significance of the study

The quality of antenatal care communication is an important strategy to promote awareness of
maternal health and evidence based new born care practice, which averts new born mortality and
maternal to child transmission of HIV/AIDS[2,3]. Moreover, to strength national health system in
order to achieve the millennium development goals 4 and 5 which calls for reducing under five and
maternal mortality by half and three fourth respectively.

In developing country the magnitude of antenatal clinic coverage also indicated by, whether the
pregnant women’s in many contexts can be advised on care of the new born prior to birth along with

maternal care during pregnancy and birth preparation [9, 17].

A number of studies have been conducted in Ethiopia to assess the quality of maternal and child
birth services. In these studies client-health care provider communication constituted only a small
aspect, to the knowledge of the researcher none have been found to examine the area in depth. In
addition no local studies have investigated in-depth. The present research, tries to assess the barrier
of effective communication in provider perspective and the client satisfaction with the health care
providers quality of communication in five public hospitals. It is hoped that the findings will offer a
better understanding of those aspects of childbirth services that are of unacceptable quality and also
constitute key predictors of client satisfaction or dissatisfaction with the quality of health care
provider communication. It is the desire of the researcher that the implementation of the findings
should impact on reducing the high infant and maternal morbidity and mortality as well as increased
ANC service utilization in order to achieve MDG by the year 2015.



2. LITRATURE REVIEW

2.1 Communication

Quality and timely communication between clients —health care provider is important to ensure
patient safety, quality of care and evidence based clinical practice. It starts from clinical diagnosis to
treatment plan. Which helps us to learn about others and ourselves and is concerned with what is
transmitted, how it is to be conveyed and what hinders or aids the process [6].

Communication between health professionals and client for whom they provide the care is important
to the patient to experience positive interaction with the health care provider to make an accurate
diagnosis [3, 18].

Patient who understand the nature of their illness, its treatments and who believe the providers
concern about their well being show greater satisfaction with the care received and are more likely to
comply with treatment regimens in the same manner provider gain confidence in knowing and
seeing positive result from displaying their technical competency and helping guide patient towards
positive health behavior [6, 18, 19].

The interpersonal communication is also vitally important to all health caring professionals to avoid
problems associated with patient non —compliance which is a constant facet of health facilities.
Through use of good communication skills and process behaviors, a provider can make a patient
more comfortable and can encourage good dialogue. The positive and appropriate health care
outcome highly influenced by the effectiveness of communication between health care providers and
clients [4, 6, 17].

Interpersonal skills are a prerequisite for effective communication. The principles of effective
communication, as described by Neal in Hinchliff et al include: Being treated warmly

e Being listened to

e Being reassured

e Being able to express fear, concern and information

e Being respected

e Being given enough time [19].



The client-health care provider quality of communication influences a variety of patient outcomes,
short-term outcomes which are the direct result of provider and patients such as better understanding
about breast feeding and hazards of smoking and alcohol drink during pregnancy, client satisfaction
on service utilization, recall the treatment regimen. Intermediate outcomes: such as adherence, and

long term outcome such as symptom resolution, self actualization and quality of life [17].

Communication difficulties of patient involvement in discussion or inadequate provision of
information to the patient cause impaired outcome of the disease progress, the problem of
communication mostly occurred during history taking or during discussion of the patient
management. This may be related to lack of communication skills of the patient or providers, due to
different barriers of communication and the attitude of clients and health care providers towards

information provision.

A recent study surveyed 74 health care provider and a sample of their patient in order to compare
the importance of information delivery as an indicator of the quality, provision of information was

ranked the second in importance by patient and six by health care provider .[20].

Another cross-sectional survey of 133 general internists and 484 of their patients in the United States
showed that among patients, a wide variety of barriers were reported including their own discomfort
(19%), insufficient time (13%), a belief that their physician did not have a viable solution (11%), and
concerns about the impact of discussions on quality of care (9%). Among physicians, the most
common barriers reported were insufficient time (67%) and a belief that they did not have a solution
to offer (19%) [21].

Time, multiple clinical responsibilities of physician, lack of communication training, privacy of the
room, language, and lack of continuity of care also determine the scope and quality of

communication.

A study conducted in Benin on antenatal counseling in maternal and newborn care, use of job aids to
improve health worker performance and maternal understanding on antenatal communication shows

that lack of dedicated space for counseling remained a challenge along with language barrier,



multiple clinical task .the same research also shows that lack of time was the most commonly

reported barrier for providers, that good communication takes time [22].

2.2 Antenatal care
Antenatal care is the care that a woman receives during pregnancy, which helps to ensure healthy
outcomes for women and newborn babies, and it is an important opportunity to improve maternal
understanding about pregnancy, childbirth, and care of the newborn. Antenatal care also provides a
chance for health care provider to interact with a pregnant woman so that the woman can make
appropriate choices and decisions that will contribute to optimum pregnancy outcome and care of the

newborn [1-3].

The general health status of pregnant women depends largely on the quality of antenatal services
available to them. The provisions of good antenatal services ensure early detection and promote
management of any complication or disease that may adversely affect pregnancy outcome. To
achieve these goals it is necessary for the professional to have good communication skills. From a
medical perspective, good communication is associated with ability to elicit a history from a patient,
in order to make diagnosis accurate and linked with patient satisfaction, adherence to medical

recommendation and health outcome [3].

The institutionalization of quality assurance measures that continuously elicit information on the
quality of maternal health service is one being promoted globally to achieve the objective of

reducing maternal and infant mortality [23].

The world health organization’s focused antenatal care model also recommend, information and
counseling be provided to all pregnant women in areas related to the health needs of the pregnant
women, birth and emergency preparedness, nutrition, preventive home practice, and support for care
seeking through danger sign recognition in addition to routine examination, screening and

treatment[1].

It also maintains that good quality antenatal services should involve the client in decision-making
and see them as active participant in improving their own health [4.5]. One of the pre xiii world
congresses of Ob/Gyn workshops in 1991 also stated that paternalism (materialism) approaches to
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health care must be replaced by a partnership approach in the provision of quality of the care to the

whole women including assistance dealing with personal sexual problem [24].

The provision of services with client centered enables women to express their opinion and it requires
providers to respect a clients’ point of view, encourage clients to discuss their needs, provide the
appropriate medical information to the client and assist them in making decisions rather than telling
them what to do [7].

Many client view health providers in the same light as a parent consequently, clients expect
providers to behave and act in a manner deserving such respect and they want from the provider to
spend more time listing to their problems (concern), to explain the examination/procedure, to explain
the treatment to give clear instruction about medication, to give clients the opportunity to ask

questions and to provide a referral if necessary [7, 25].

In order to achieve the client perspective point of views the health care provider needs to listen to the
concerns of pregnant women and not dominate the relationship. Understanding the actions that
pregnant women have reported as important to them can guide the practice of those who provide
antenatal care.(19) However, apparently health care workers do not take the views and opinions of

pregnant women regarding what constitutes effective antenatal care into consideration [9, 10].

2.3 Antenatal care communication
Communication provided during antenatal care has been shown to be an effective strategy to
improve maternal understanding and health practice [3, 4, 5].

A national British survey of woman’s views on maternity care revealed that women need and want
good communication with their care givers, enough information about what is happening and the
opportunity to find out more if there is a need. They also wanted health care providers to have
excellent communication skills which include being able to supply information and seeing women as
partners, sharing information and give enough time and information for them in order to understand

their pregnancy progress. [26].



In India the use of family planning increased from 22.8% in 1980-81 to 44.1% in 1990-91 and
further increased to 56.3% in 2005-06 because of the quality information provided by nurses during
the ANC visit [27].

Similarly the United Kingdom, report that women who continued to breastfeed were more likely to
have had sufficient time with a midwife who gave health education on the importance of
breastfeeding, in which time spent during antenatal care improved the communication between

client-health care provider communications [28].

WHO, FANC estimated that antenatal care takes 46 minute for 1 visit and 35 minute for revisit,
counseling alone takes 15 minute both 1* and revisit.[1 ].
But recent studies shows that duration of antenatal consultation and adequacy of information is low

in many developing countries with even less time spent on communication. .

Across sectional survey of 457 pregnant women conducted in the Gambia shows that most pregnant
women (70.5%) said they spent 3 minutes or less with antenatal care provider .and only19.3%

communicate with the health care provider on what to do if there was a complication [11].

And interventional research in Tanzania provider spent 40 minute for initial visit and 20 minute in
second and higher visit respectively. The same research also conclude that the communication
between client —health care provider is unidirectional with the provider giving information and the
client listing what the provider says and only half of the clients given chance to ask question, 18% of
clients who not informed for the prognosis of pregnancy and 42% of clients were not informed about
danger sign [9].

In order to ensure high quality care, antenatal services need to be evaluating at regular intervals, both
from provider and client perspective, to ensure their effectiveness in improving the health status of
pregnant women. Supporting this view point the World Health Organization sates that the role of
positive interactions between women and health care providers as critical in improving client

compliance.



Providers and clients may perceive quality of care differently. Providers may be anxious to ensure
technical correctness; whereas clients may be more concerned with issues like moral support and
cultural beliefs [29].

The health care provider has the potential to play a major role in improving women’s health status.
However, for the health care provider to be effective in improving women’s health status, antenatal

services need to be effectively utilized by clients. [29].

Clients are the best source of information about a hospital system’s communication, education, and
health care management processes, and they are the only source of information about whether they
were treated with dignity and respect. Their experiences often reveal how well a hospital system is
operating and can stimulate important insights into the kinds of changes that are needed to close the
gap between the cares provided and the care that should be provide [30] to achieve this clients
should be allowed to define their own priorities and evaluate their care accordingly, rather than

having those criteria selected by professionals [7].

There are a number of ways by which quality of communication could be assessed, but client
centered outcome such as satisfaction, appears to have taken center stage as the primary means of

measuring the effectiveness of health care provider- client communication.

Client satisfaction is the litmus test that enables health programs to assess the impacts of their
services. Hence it is an integral part of the quality assurance process of health facility, health staff
should be communicates effectively with the client during their antenatal visit. The positive behavior
of the health staff and the warm reception mothers received in the antenatal care unit were the most

satisfying part of the service [20, 31].

There is widespread agreement that client satisfaction with health care provider quality of
communication is an important indicator that can effectively provide a good reflection of the quality
of the care. [25].

It is also clear from the literature that although system aspects such as cost, access, availability, and

waiting time are related to patient satisfaction they have always been identified as being less

10



important than the human aspect of medical care.[32] furthermore, established evidence depicted
that even though technical aspect of care has its impact on satisfaction, it is through interpersonal
communication that the technology of western world reaches the patient and curing occurs, in
addition it is recognized More than ever the quality of health care for the 21% century is built on the
premise that optimal health care can best be achieved in the context of long term relationship

between providers and clients [33]

Donabediance regards with patient satisfaction/dissatisfaction states that patients can give judgment
on the quality of care in all aspect, particularly concerning with the interpersonal process [34].
Satisfaction studies can function to give providers of care some idea of how they would have to

modify their provision of services in order to make their patients more satisfied [35].

The extent to which consumer opinion can influence policy makers and health care personnel is not
only dependent upon collecting the right kind of data, it also requires that policy makers and health
personnel accept the value of the consumer’s point of view. Unlike clinical process measures, which
are strictly facility centered, patient satisfaction is a “patient centered” process measure. It reflects
the patient’s personal response to, and evaluation of care (as opposed to the hospitals view of what is
appropriate) Patient satisfaction is the only available measure of the personal impact of the full

spectrum of the care process. [36].

In general Patient satisfaction is one of the desired outcomes of care, an element in health status, a
measure of quality of car, and as indispensible to assessment of quality of communication as to a

design and management of health care system [20, 25, 31].

According to this viewpoint Harriott states that communication and provision of adequate
information are determinants of satisfaction with child birth services. When clients satisfied with the
health care provider quality of communication it is not only increased their likely hood of
institutional deliver, but also it enhances the positive impact of the number of antenatal visit on the
institutions [36].

It has been proposed that the effectiveness of health care is determined, to some degree, by

satisfaction with the service provided, support for this point has been found in studies that have
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reported. a satisfied patient is more likely to utilize health services, comply with medical treatment
and continue with the health provider [ 35,37].Continuity of care when an expectant mother sees the
same health care provider throughout the antenatal visit, labor, delivery, a closer trusting relationship
between the provider and consumer of health service can develop. According these view point the
Neal Hinchliff states that Women should be allocated to a specific midwife during pregnancy so that

they can build a strong relationship of trust and understanding (19).

Privacy and confidentiality clients are more comfortable if provider respect their privacy during
counseling session, examination, and procedure, Client report higher satisfaction with the provider
who keeps their needs and personal information, lack of privacy can violate women’s sense of

modesty and make it more difficult for them to participate actively [38].

Another cross sectional study in west showa, central Ethiopia on determinant of outpatient
satisfaction with health care provider interaction shows that ,Knowing the provider, frequency of
visit, privacy of the room, feeling of privacy during consultation and telling one's own private issues
had statistically significant association with patient satisfaction with health care provider
communication/interaction. Patients who knew the health care provider very well had an average
increase of 0.499 unit in their satisfaction with their interaction with the provider compared to those
who did not know the provider at all. Clients who did not tell their private issues had an average of
0.598 decreases in satisfaction score as compared to those who told their private issues to the
provider. Moreover, patients who felt that they did not have privacy during consultation had an
average decline of 0.400 in their satisfaction score as compared to those who felt there was sufficient

privacy [39].

A cross sectional quantitative study conducted on clinician-patient information exchange among
HIV patients showed that long spend time, better health statues, old age and higher educational
statues were associated with client satisfaction on health care provider quality of communication[
40].

In the delivery of maternal health care services, eliciting the views and satisfaction of women is even

more important because of the sensitivity and the cultural undertones that surround issues of

12



pregnancy and childbirth, in which  poor quality services and women’s dissatisfaction with
childbirth services continues to be cited as being responsible for the gross under utilization of facility
based childbirth service [41, 42, 43].

In Gambia the researchers conclude in their findings that information, education, and
communication during antenatal care seemed to be poor. The same study also concluded that
pregnant women who do not get adequate and appropriate information about pregnancy and

childbirth would be ill-equipped to make choices that would contribute to their well being [10].

Socio demographic characteristic
Age, Educational statues, (clients)
Sex, age, qualification,

year of experience. (Providers),

/Health care provider \ KC

o lient satisfaction N /
characteristics Out come _
_ With Health care provider Increased health services
Health care providers’ > <«—»| Utilization
<ion abilit and mortality
provision ability \_

K /k ] /

/Institutional and pattern of visit \
Privacy of the room
Clients feeling of privacy

Length of visit

Continuity of care

N /

Fig 1. adapted conceptual models of clinical communication between clients and
health care providers.
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3 OBJECTIVE OF THE STUDY

General objective

The objective of this study is to assess quality of client-health care provider communication in
Antenatal care.

Specific objectives

> Assess satisfaction of antenatal care clients on quality of communication with health care
providers
» Assess barriers to optimal communication from the health care providers’ perspectives.
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4. METHOD AND MATERIALS

4.1 Study design and period
A cross-sectional quantitative survey was used. This was complemented by qualitative study in the

form of in-depth interviews. From October to June 2012

4.2 Study area

The study was carried out in Addis Ababa, the capital city of Ethiopia, with an area of 530km and a
total population approximately 4 million (44). It has 10 sub-cities. In Addis Ababa there are 8
hospitals. The hospitals are under the Federal Ministry of health; St. Paulos. Addis Ababa
University; Tikur Anbessa, and Addis Ababa City Health administration Bureau; Zewditu, St petros,
Minilik, Yekatit 12, Ras Desta and Ghandi hospitals. Out of these hospitals those hospitals which
provide ANC services were included in the study (Tikur Anbessa, Zewditu, Yekatite 12, St. Paul and
Ghandi hospitals).

4.3 Study population

4.3.1 Source population
e All pregnant women who were on antenatal care follow up, visiting public hospitals.

e Clinicians working in ANC clinics of selected public hospitals in Addis Ababa.

4.3.2 Study participant

e Pregnant women who came for antenatal care during the data collection period, and fulfill the

inclusion criteria.
Inclusion criteria;

e Mothers who followed antenatal care in the selected hospitals.
e Pregnant women in all stages of pregnancy, regardless of parity or status (new registry or
follow up), in the selected hospitals.

e Health care providers, providing ANC services for at least 6 months.
Exclusion criteria;

e Pregnant women who came for delivery.
e Health care providers, who are engaged in administrative service only.
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4.3.3 Sample size
Sample size (n) was determined based on the following assumptions;
e A 50% proportion of clients who were satisfied with their communication to health care
providers were taken, due to lack of previous studies.
e Expected margin of error (d) of 0.05
o Z o= 95% confidence level(1.96) and
e 10% contingency for non-response during the actual survey.
n=(Za/2)? *p (1-p), n= (1.96)% *(0.5)?/(0.05)?
n =384+38=422.
The sample size for each hospital was determined based on the number of clients served in each
hospital during 2011. As a result, 425 clients were participated in the study.

4.3.4 Sampling procedure
As shown in figurer 2: all public hospitals in Addis Ababa which provide antenatal care services
were included in the study.

» 425 clients and 17 health care providers enrolled in structured interview were selected by
using convenience sampling method (consecutive clients of antenatal care took part in the
study).

» 15 clients enrolled for the in-depth interview were selected purposively (3 clients from each
study hospital).

16



. -

Addﬁzsaﬁlliaba l %ﬁ?ei??};) ’ Federal Ministry of
Administrative Health
Bureau L
——-

Tikur _
Anbessa

75 clients
3 HCP

Zewditu
Memorial

75clients
3 HCPs

3
clients

l 75 clients ] 100 clients 100 clients
3 HCPs 4 HCPs 4 HCPs

—l 3 3 3 3
Cliénts clients clients clients

425 clients- for post encounter interview
15 clients- for in-depth interview
17 health care providers (HCP)

Figure 2: Schematic diagram of sampling procedure at Antenatal care clinics of five
public hospitals in Addis Ababa, June 2012
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4.4 Data collection

4.4.1 Data collection tools

>

>

Quantitative data was collected using structured questionnaire adapted from Kalamazoo consent
statement and safe mother hood tools (13, 43).The questionnaire was first written in English and
then translated to Amharic version and it was pre-tested and revised accordingly before the main
study was undertaken. Two grade 12 complete interviewers were recruited and trained on the
process of data collection for two days by the principal investigator. Daily supervision of the
data collection process was maintained by the principal investigator.

To collect data on clients’ perceptions of the health care providers’ empathy during the clinical
encounter, clients were asked six questions to rate different aspects of the empathy. Each
question was scored with poor=1 to excellent=5. All six items taken together yield maximum
scores of 30 and minimum of 6. Clients with scores of mean 19(63%) and above were considered
as good empathy while those clients scores lower than the mean were categorized as poor
empathy.

Information provision about pregnancy was measured using thirteen items with poor=1 to
excellent =5, All thirteen items taken together yield maximum scores of 65 and minimum of 13.
mean scores of 39(60%) and above were considered good information provision about
pregnancy and those who obtained lower than the mean scores were considered as poor
information provision.

The Clients’ satisfaction on quality of health care providers’ communication were assessed
using one item on a five Likert scale ranging from strongly disagree =1 to strongly agree =5.

To assess barriers of optimal communication on health care providers’ perspectives
structured self administered English version questionnaire was used.

For in-depth interview semi structured Amharic version questionnaire was used.

4.4 .2 Data collection procedure

First the health care provider filled out self administered English version questioners.

Clients in structured interview were approached in daily basis after the encounter at the

waiting room and it takes 5-10 minutes.
For the in-depth interview similar approach were used. Clients were interviewed after the

encounter at the waiting room and it takes 20-30 minutes.
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4.4.3 Data quality control

e The questionnaires were pre-tested in a similar setting (Yekatit 12 hospital) which is
part of the study and the necessary adjustment was made after the pre test was
completed.

e Two days of training was given for the data collectors, during which they practiced
on how to complete the questionnaire.

e Close supervision was carried out by the principal investigator.

e About 5% of the collected data was being assessed daily for the completeness that

helped to take corrective measures in the future.
4 .4.4 Study variables

Dependent variable

¢ Clients’ satisfaction with the health care providers’ quality of communication
(Dissatisfied to Satisfied)

In dependent variables
Client characteristics

e Socio demography (age, educational status)

Institutional and Visit characteristics
e Time of interaction between clients and health care providers (Visit length)
e Frequency of visit (humber of prenatal visits)
e The service given by the same health care providers (continuity of care giver)
e privacy of clients during the encounter
Health care provider characteristics
e Socio-demography (age, sex, qualification,)

e Provider empathy and information provision
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4.4.5 Operational definitions

Client Somebody who is sick or well but having body changes like when pregnant and visit a
health care facility.

Health care provider a nurse, health officer, midwife, doctors working in the facilities
participating in the study.

Communication is the basic element of human interaction that allows people to establish, maintain
and improve contact with others.

Antenatal care: the care that a woman receives during pregnancy.

Continuity of care a process of getting the antenatal care services by similar health care provide.

4.5 Data entry and analysis

The data collected using quantitative method was computerized using EPI info version 4.0 and

analyze (transferred) to SPSS version16.0 window soft ware computer program.

To analyze and present data, frequency distribution, percentage, and bivariate analytical method was
used to detect association between dependent and independent variables at 95% CI. And multiple
logistic regression was also used to control confounders.

The qualitative data was transcribed manually from the notes taken and the results were analyzed

manually written by summarizing the ideas forward by antenatal clients.

4.6 Ethical Considerations

All processes were started after the study was approved from Addis Ababa University, College of
Health science ethical review committee, Addis Ababa administrative Health Bureau ethical

committee and from hospitals Institutional Review Board (IRB).

Informed consent was obtained from individuals who were going to be involved in the study after
explaining the purpose of the study. Confidentiality of the information given and the privacy of the
interview had been kept throughout the data collection and the entire study period.

4.7 Dissemination of results

The result of this study are more beneficial for health providers, planers, health bureau and

nongovernmental organization(NGO) who are more engaged in antenatal care activities.
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5. RESULTS

5.1 Quantitative result
5.1 .1 Socio demographic characteristics

As shown in table 1 below, a total of 425 clients were participated in the study with a response rate
of 100%. Of total respondents (n=425), the majority 175(41.2%) were within the age range of 25-29.
The mean (SD) age of the respondents was 27.6x 4.7 years old (range of 18-40). Concerning
educational status, the majority 146 (34.4%) had tertiary level of education and 85 (20.0%) of the
respondents had attended no formal education.

Table 1: Socio demographic characteristics of antenatal clients at Antenatal care
clinics of five public hospitals in Addis Ababa, June 2012

Characteristics Frequency Percent
Age
15-19 15 3.5
20-24 101 23.8
25-29 175 41.2
30-34 85 20.0
>35 49 11.5
Educational status
No formal education 85 20.0
Primary 52 12.2
Secondary 142 33.4
Tertiary 146 34.4
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As shown in table 2, seventeen health care providers were participated in the study, out of which the
Majority 8 (47.1%) were within the age range of 37-42. The mean (SD) age of the health care
providers was 32.4+5 (range 25-50), of these, 10 (58.8%) of them are male and 6(35.3) are general
practitioner.

Table 2: Socio demographic characteristics of healthcare providers at Antenatal
care clinics of five public hospitals in Addis Ababa, June 2012(n=17)

Characteristics Frequency Percent
Age
25-30 2 11.8
31-36 4 23.5
37-42 8 47.1
>43 3 17.6
Sex
Male 10 58.8
Female 7 41.2

Professional cat

General practitioner 6 35.3
Nurse 3 17.6
Health officer 5 29.4
Gyn/Obs 3 17.6

5.1.2 Institutional aspect and pattern of visit characteristics.

Among the total number of respondents, 358(85.2%) visited the antenatal clinic more than once and
134(31.9%) four or more times. Participants who made their visit for the first time constituted only
62(14.6%). On average, 3.0 prenatal care visits were made. Of the total respondents 167 (39.4%) of
the respondents didn't previously know the health care provider who treated them.

89 (21.0%) of the respondents claimed that their privacy was not respected during consultation. more
than half of antenatal clients 250 (58.8%) were seen by a male health care providers and
150(35.3%) of antenatal clients were seen by general practitioner(not tabulated) The median

interaction time of client and health care provider was 10 minutes (range 1-60).
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Table 3: Institutional aspect and pattern of visit characteristics at Antenatal care
clinics of five public hospitals in Addis Ababa, June 2012 (n=425)

Characteristics Frequency Percent
ANC visit
First 62 14.8
Second 89 21.2
Third 135 32.1
Fourth 49 11.7
More than 4 85 20.2
Continuity of care
Yes 257 60.6
No 167 39.4
Feeling of the privacy
Not at all 26
Slightly 63 6.6
Somewhat 72 14.8
Very much 262 16.9
61.6
Time spend in minute
1-5 146 34.4
6-11 111 26.1
12-17 57 13.4
> o2
24-29 51 12
>30

5.1.3 Antenatal clients’ perception of health care providers’ empathy

To investigate health care providers’ empathy, Six questions (Table 4) ranging from poor=1 to

excellent=5 were provided for the antenatal clients.

As a result, 75.5% of the respondents have ranked care and concern, 72.5% respectful treatment of
the health care provider’s as good, very good and excellent. Moreover, 72.1 and 71.7%) of clients
announced that attention giving and talking without interruption respectively as good, very good and
excellent. On the other hand, 30.1% and 33.3% of respondents recognized greeting and permitting to

express clients’ idea by providers as poor or fair respectively.
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Table 4: Antenatal clients’ perceptions of health care providers’ empathy at

antenatal care clinics of five public hospitals in Addis Ababa, June 2012(n=425)

Communication items Good (%) Poor (%)
Greeted me in a way that made me comfort 69.9 30.1
Treated me with respect 72.5 27.5
Showed care and concern 75.5 24.5
Let me talk without interruption 71.7 28.3
Permit me to tell may idea 66.7 33.3
Paid attention to me 72.1 27.9

As shown in the fig, 1. Clients’ perception of the health care providers’ empathy during their

encounter were demonstrated by using summery measure of all the 6 items on communication.

Based on the score given to each communication item, the mean value of clients’ score on health

care providers’ empathy was found to be 19 with standard deviation 6.6. About 173 (40.7%) clients

have scores below the mean (poor) and 252 (59.3%) have scores above the mean (good).

40.7

Poor

m Good

Fig 3: Antenatal clients’ perception score of health care providers’ empathy at

Antenatal care clinics of five public hospitals in Addis Ababa, June 2012(n=425)
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5.1.4 Antenatal clients’ perception of health care providers’ information

provision

Thirteen items (Table 5) with range of poor =1 to excellent=5 were used to measure the extent in

which relevant information was provided to the clients in relation to their pregnancy.

Accordingly, 78.1% of the clients were perceived as good, very good and excellent; the way the
health care provider explains about PMTCT, 70.0% of the clients on the skill of the health care
provider to communicate information in understandable manner, 79.5% of the clients on ability of
health care provider to discus about follow ups .However, More clients were perceived as poor or
fair on, discussing issues of substance use such as alcohol and others(55.0%), intention to rechecking
whether clients understand what they have been told (44.7), encouraging clients to ask question

(41.1%), and participating them in the process of decision(40.7%).

Table 5:Antenatal clients’ perception of health care providers’ information
provision at Ante care natal clinics of five public hospitals in Addis Ababa, June
2012 (n=425)

Information provision Good (%) Poor (%)
Explained about my pregnancy 62.7 37.3
Explained reason of diagnostic test and procedure done 64.2 35.8
Explained about birth preparedness and complication readiness 62.5 37.5
Explained and remained me about the need for ANC follow up 61.7 38.3
Told me about problems with alcohol and other substances 45.0 55.0
Explained about nutrition 59.6 40.4
Explained about PMTCT 78.1 21.9
Explained about breast feeding 63.4 36.6
Talked in term | could understand 70.0 30.0
Cheeked to be sure I understand everything 55.3 44.7
Encourage me to ask question 58.9 41.1
Involved me in decision as much as | wanted 59.3 40.7
Discussed next step including appointment 79.5 20.0
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In order to determine association between Clients’ perceptions of the health care providers’
information provision with their satisfaction on health care providers’ quality of communication
during their encounter were demonstrated by using summery measure of all the 13 items on
communication. Based on the scores given to each communication item, the mean value of clients’
scores on health care providers’ information provision was found to be 39 .About 207 (48.7%) of the

clients have scores below the mean (poor) and 218 (51.3%) have scores above the mean (good).

5.1.5 Outcomes of client- health care provider communication
Among 425 clients, majority 264 (62.1%) were dissatisfied on health care providers’ quality of

communication.

M Dissatisfied

Satisfied

Figure 4: outcomes of clinical communication between antenatal clients and health
care providers at Antenatal care clinics of five public hospitals in Addis Ababa,
June 2012 (n=425)
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5.1.5 Factors affecting antenatal Clients’ satisfaction with the quality of
communication with health care providers

Using the bivariate analysis sex and professional category of care providers are significantly
associated with clients’ level of satisfaction. Clients cared by male health care providers were 1.7
more likely to be satisfied than those clients cared by female health care providers (COR =1.68; 95%
Cl:1.12,2.52), while those clients cared by nurse health care providers were less satisfied than clients
cared by obstetricians (COR=0.4; 95% CI: 0.20,0.78).

Clients cared by Health care providers within the age group of 25-30 (56%) were more satisfied
compared with clients cared by Health care providers within the age group of 37-42 (33%). But this

difference was not statistically significant.

Using the multivariate analysis, Perceived providers’ empathy and information provision, Visit
length in minute, suboptimal feeling of privacy and Continuity of care were found to be independent
determinants of clients’ satisfaction of communication by their care providers.

Clients who felt that they have suboptimal feeling of privacy during consultation had an average
decline of 0.47 in their satisfaction score as compared to those who felt there was sufficient
privacy(AOR=0.47; 95ClI: 0.22,0.99).

The odds of satisfaction was lower for those clients who spent 12-17 minutes with their care
provider compared to those who spent more than 30 minutes (AOR=0.3;95% CI: 0.11,0.77).

Clients who did not get care by the same provider at different visits were less satisfied than those
who have cared by the same health care providers (AOR=0.55, 95% CI: 0.32, 0.96)

Those clients who perceived the health care providers’ information provision good were more likely
satisfied than clients perceived as poor (AOR=0.09, 95% CI:0.05-0.17).

More over clients who perceived the health care providers’ empathy as good were more satisfied
compared to those clients perceived as poor (AOR=0.41, 95%CI: 0.22,0.77).
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Table6: bivariate and multivariate analysis of clients and health care providers
characteristics and level of client satisfaction at antenatal care clinics of five public
hospitals in Addis Ababa, June 2012(n=425)

Independent variables COR (95% CI) AOR (95% CI)

Level of satisfaction

Dissatisfied Satisfied

Age of providers
25-30 22 (44) 28 (56) 2.1(0.93, 4.62) 1.20(0.37, 3.88)
31-36 144 (64) 81(36) 0.92 (0.49, 1.73) 0.92(0.28, 2.97)
37-42 67 (67) 33(33) 0.80 (0.40, 1.63) 0.54(0.20, 1.50)
>43 31 (62) 19 (38) 1.00 1.00

Sex of providers
Male 143(57.2) 107(42.8) 1.68(1.12, 2.52)* 1.96(0.78, 4.94)
Female 121(69.1) 54(30.9) 1.00 1.00

Professional category
General practitioner 95(63.3) 55(36.7) 0.62 (0.35, 1.08) 1.27(0.42, 3.88)
Nurse 55(73.3) 20(26.7) 0.40 (0.20, 0.78)* 1.16(0.32, 4.25)
Health officer 75(60) 50(40) 0.72 (0.41, 1.29) 1.83(0.56, 6.03)
Gyn/obs 39(52.2) 36(48) 1.00 1.00

Age of client
15-19 9 (60) 6 (40) 0.89 (0.27, 2.89) 1.88(0.36, 9.89)
20-24 64 (63.40) 37 (36.6) 0.77 (0.38, 1.55) 0.92(0.36, 2.35)
25-29 112 (64) 63 (36) 0.75 (0.39, 1.43) 1.051(0.44, 2.52)
30-34 51(60) 34 (40) 0.89 (0.44, 1.81) 0.74(0.28, 1.92)
35 and above 28 (57.1) 21 (42.9) 1.00 1.00

Educational status
Non formal 53(62.4) 32(37.6) 1.2 (0.70, 2.12) 0.85(0.40, 1.81)
Primary 30 (57.7) 22(42.3) 1.3 (0.72, 2.66) 0.91(0.37, 2.22)
Secondary 81(57) 61(43) 1.5(0.93, 2.41) 1.40(0.73, 2.68)
Tertiary 98 (67.1) 48(32.9) 1.00 1.00

Number of ANC visit
First 40(64.5) 22(35.5) 1.06(0.53, 2.11) 1.014(0.40, 2.56)
Second 61(68.5) 28(31.5) 0.89(0.47, 1.67) 0.85(0.37, 1.97)
Third 76(56.3) 59(43.7) 1.5(0.85, 2.63) 1.83(0.85, 3.92)
Fourth 28(57.1) 21(42.9) 1.45(0.70, 2.98) 1.34(0.52, 3.47)
>fourth 56 (65.9) 29(34.1) 1.00 1.00
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Continuity of care

Yes
No

Feeling of the privacy

Not at all
Slightly

Some what
Very much

Visit length in minute

1-5
6-11
12-17
18-23
24-29
>30

Providers’ empathy

Poor
Good

Providers’ information

provision
Poor
Good

174 (67.7)
89 (53.3)

20 (76.9)
44 (69.8)
53 (73.6)
146 (55.7)

105(71.9)
71(64)
39(68.4)
19 (54.3)
10(47.6)
18(35.3)

147(85.0)
117 (46.4)

186(89.9)
78(35.8)

83(32)
78(46.7)

6 (23.1)
19 (30.2)
19 (26.4)
116(44.3)

41(28.1)
40 (36)

18 (31.6)
16 (45.7)
11 (52.4)
33(64.7)

26(15.0)
135(53.6)

21(10.1)
140(64.2)

0.54 (0.36, 0.81)*
1.00

0.49(0.19, 1.18)
0.60 (0.34, 1.08)*
0. 47(0.26, 0.83)*
1.00

0.21(0.11, 420)*
0.31(0.15, 0.61)*
0.25 (0.11, 0.56)*
0.46(0.19, 1.11)
0.60(0.21, 1.68)
1.00

0.15(0.09, 0.25)*
1.00

0.06(0.040, 0.11)*
1.00

0.55(0.32, 0.96)*
1.00

0.67(0.19, 2.34)
0.85(0.39, 1.85)
0.47(0.22, 0.99)*
1.00

0.56(0.23, 1.33)
0.64(0.26, 1.55)
0.29(0.11, 0.77)*
0.73(0.24, 2.22)
0.72(0.20, 2.69)
1.00

0.41(0.22, 0.77)*
1.00

0.09(0.05, 0.17)*
1.00

*-Significant at 95% CI
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5.2 Barriers of effective communication on health care provider perspectives
In order to assess whether barriers of effective communication between health care providers and
clients stem from the parts of health care providers, the health care providers were asked if they use

communication aid to improve understanding, and summarize the information provided.

Accordingly, the findings revealed that all of 17 health care providers did not use communication
aid. However, it was found out that almost all 16(94.1%) of the respondents agreed on the fact that
communication aid was necessary. According to them, using communication aid facilitates better
understanding and reduces time. Whereas only one respondent has argued that communication aids
was not necessary because according to him there were no communication barriers encountered in

antenatal care.

Likewise, barriers of optimal communication were assessed through eight rank ordered questions
(those ranks ranging 1-4 were taken as major while those assigned ranks from 5-8 were taken as

minor barriers.

As a result, the majority 15(88.0%) ranked time constraint due to clients overload as major barrier.
12(71.0%) multiple clinical task, 10(58.8%) lack of dedicated space for communication, 9(52.3%)
lack of privacy during the encounter),5(29.0%) language barrier between health care providers and
clients, 5(29.0%) ,lack of training in communication from the health care providers, and one of the
respondents ranked all of the five elements as appeared to be major barrier for optimal
communication like lack of training in communication, lack of staff, , time constraint due to clients
overload, lack of dedicated space for communication and multiple clinical task. ~ And 14(82%) lack
of staff and 16(94%) and lack of integration into routine interaction reported as minor barriers of

optimal communication.
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5.3 In-depth Interviews

5.3.1 Socio demographic characteristics

Generally, fifteen clients have completed the interview, 6 (40 %) were Primiparous, 7(46.7%) had
secondary education. Their mean age was 26.8 + 4.9, 73.3 % of those interviewed 60% had attended
the antenatal clinic more than once and 40 % four or more times. On average, 3.3 prenatal care visits

were made.

Table 7: Socio demographic characteristics of qualitative interview Antenatal clients
at Antenatal care clinic of five public hospitals in Addis Ababa, June 2012

Characteristics Frequency Percent
Age
20-24 4 26.7
25-29 7 46.7
30-34 3 20.0
35 and above 1 6.7
Educational statues
Non formal 3 20.0
Primary 1 6.7
Secondary 7 46.7
Tertiary 4 26.7
Frequency of visit
Second 4 26.7
Third 5 33.3
Fourth 3 20.0
Above fourth 3 20.0
Parity
Primiparous 6 40.0
Multiparous 9 60.0
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Health care provider’s empathy
The health care provider’s empathy, which is a core component of consultation, is often as crucial to
the effective achievement of the patient satisfaction in that it encapsulates sensitive to both the
informational and emotional aspects of communication. Clients are more likely to seek out and
continue using the antenatal services if they receive respectful and friendly treatment.
In this study, majority of participants recognized that health care providers as not empathetic.
However, there were some who have reported that there were many health care providers who
showed empathy. For example one of the respondent age 26 years has reported that
‘It is the health care provider’s empathy that helped me survive till today, when | was referred
from the health center due to heavy bleeding the health care provider at the hospital treat me like
a brother.”’
Participants have also reported that there exist variations in empathy among health care providers in
hospitals and health centers.
A 30 year Multiparous client reported that: ‘I prefer health centers providers than hospitals
because in health center the provider give respect and is easy to communicate with them.””’
Health care provider’s empathy may reduce due to patient over load and time constraint due to
multiple clinical tasks. In hospital the health care provider see many client per day so they may be
tiered to show good interaction a 34 years pregnant mother suggested that

“’In hospitals lack of empathy from health care providers may be attribute to the fact that they are

accustomed to seeing many clients per day that they became exhausted’’
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Information provision to clients

The existing method or the way of health care providers provide information to clients about their

pregnancy and the related complication was reported as poor by nearly half of the clients.
A 35 years HIV positive client, said ‘information about our health status and the way we can give
safe birth was very important but our doctors not willing to give sufficient information even after
we asked any questions .

With regarded to the health care providers’ information provision, it was observed that clients’

Satisfaction was affected by the way health care providers use their time.

For instance, a 26 years old Primiparous college student described as follow, “many health care

providers start work after 10:00 AM and usually they prefer to give another appointment without

even telling me about the condition of my pregnancy status .

Clients’ perception of privacy during the encounter
A condition that would foster good two way communication between the health care provider and
clients at the antenatal clinic would be an opportunity to express their own thoughts and fears.
Clients feel more comfortable if their providers respect their privacy during counseling session,
examination, and procedures done.
In this regarded most participants have reported as they feel privacy when examined by Health care
providers. But there were still some who have expressed their compliance concerning the privacy of
the ANC room. For example, A 25 years old secondary school student said that
“There was no privacy in the examination rooms because the health care provider frequently
open the door & rush in to the rooms while examinations were being carried out besides,
discussions with the health care providers would often get disturbed due to presence of many
health care providers around the examination beds. .
There were also some participants who had expressed their compliance on the Uncomfortablelity the
health care provision setups. Among these A 23 year client has said that “’the rooms were not
suitably organized for antenatal care provision. For example, there were  no tables and enough
chairs around the waiting area that most of the clients were urge to waite their turn standing for a

prolonged period of time around the rooms which makes them dissatisfied’’
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A 29 years old client also strongly supported this idea, she said that:
" The rooms were not only lack of privacy, but also were built in such a way that was not

’

comfortable for antenatal care provision
Continuity of care

When a pregnant mother sees the same health care provider throughout the antenatal visit, labor and
delivery a closer trusting relationship between the provider and client of health service can develop.
With this respect, a 26 years old participant noted that:

I prefer hospital cares than health center. In the former, there are tendency for a pregnant to be
examined by the same health care providers every time she appeared ™’

A 30 years old college student participant also shared this by more justified ‘’ the care given by
the same health care providers in the hospital not only reduce the time spent for exchange with
other health care providers but also strength the sound and comfortable relationship with the

provider who already has been in charge of your case.”’

On the contrary, some of the respondent believed that having with only one health care provider may
reduce the quality of communication because of the prevalence of competency among different
health care providers.
For instance, a 26 years old client describe this as ‘“’even though having care by the same health
care provider have its Owen importance ,visiting other health care provider is better because

,there are difference among the health care provider concerning their communication skill’’
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6. DISCUSSION

This study set out to assess the clients’ satisfaction on health care providers’ quality of
communication and barriers of optimal communication on health care providers’ perspectives.

Clients’ have rated the elements of health care providers’ empathy including showing concern and
care during their encounters, treatment with respect, giving attention and talking without interruption
as good attributes. In contrast, greeting and permitting clients to express their ideas were
characterized as poor.

The health care provider information provision was associated with clients’ satisfaction on health
care providers’ quality of communication. The aspects that clients scored highest for their
perception of the provider information provision were, explaining about PMTCT (77.9%),

communicating in understandable manner (67.5%), and discussion about follow up (79.5%).

However, communicating about problems with alcohol and other substance use (44.7%), checking
that the client understands everything (54.4%), encouraging clients to ask questions (58.4%) and,
involving them in decision making (58.6%) were relatively low. Furthermore, the in depth interview

indicated that there is a problem in getting relevant and adequate information about their problems.

In this study it was found that the overall satisfaction level of clients with the health care provider
quality of communication was 37.9%. This figure is considerably low when compared to what was
reported in a study among HIV patients, which showed 84.8%. (40). The suggested reasons of this
difference could be, due to short duration of clients and health care providers in antenatal care follow

up clients than HIV patients. The qualitative findings also revealed low level of satisfaction.

This study also provides information on the barriers of optimal communication from the health care
providers’ perspective. Time constraint (88.0%), multiple clinical tasks (71.0%),lack of dedicated
space for communication( 58.8) , lack of privacy during the encounter (52.0%), and client’s
language, lack of training in communication (29.0%) were major barriers of optimal communication.
These barriers might lead the health care providers to give the client only the information they think

their client needs limiting the amount of time they should ideally spend with a given client
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eventually affecting the quality of health care providers’ communication and clients’ satisfaction.
This finding is in line with what was reported elsewhere [21, 22].

Other factors affecting clients’ satisfaction on health care providers’ quality of communication in
multivariate analysis were;

Health care providers’ empathy and information provision, duration of time spent in each encounter,
knowing the health care providers and feeling of privacy were found to be significantly associated
with clients’ satisfaction on health care providers’ quality of communication.

Clients who perceived the health care providers information provision as poor were less likely to be

satisfied than those clients’ perceived as good.

Moreover, clients who perceived the health care providers’ empathy as poor were found to be less
likely satisfied with health care providers’ quality of communication than those clients who
perceived as good. This finding is in line with a study result [39]

It was also found that clients who knew the health care providers very well had an average increase
of 0.54 units in their satisfaction with the health care providers’ quality of communication compared
to those who did not know the providers at all. This finding is similar with study among HIV
patients [40]. Clients’ who spend with the health care providers 12-17 minutes were less likely
satisfied than those clients spend more than 30 minutes but more likely satisfied than clients spend
1-5 minutes.

On the other hand age, sex and professional category of the health care providers, age of the client,
educational status, and frequency of visit were found to be not statistically significant with client
satisfaction on health care provider quality of communication. But clients cared by male health care
providers were more satisfied than clients cared by female health care providers. This finding is
contrary with a result find in [38]. And clients cared by obstetric health care providers were more
satisfied than those clients cared by nurse health care providers.

Moreover clients who had three and fourth frequency of visit were more satisfied than those clients

visit the clinics once and more than four.
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7. STRENGTHS AND LIMITATIONS OF THE STUDY

Strengths

» The study used a valid and standardized survey instruments.

» The study focused on the clients’ satisfaction which is one of the important strategies to
improve service utilization and consequently to reduce child and maternal mortality rate
which is the government millennium goals.

» The research involved both health care providers and antenatal clients which helped to get

the perspectives.
Limitations

» The study focused on high risk mothers in public hospitals only. As a result, the situations
with regard to low risk mothers in the health centers could not be assessed in the study which
results in limited area of generalization.

» Is difficult to compare the results due to lack of prior research in the area.

» Non random Sampling method was used to select the client.
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8. CONCLUSION

» About three out of five of clients were not satisfied by the providers’ quality of

communication.

» Insufficient discussion time, suboptimal health care providers’ empathy and information
provision, suboptimal feeling of privacy and lack of continuity of care by same health care
providers were the main factors that contributed to the low client’s satisfaction on health care

provider’s quality of communication.

» Health care providers’ characteristics such as age within 25-29 years , male gynecology
professional category were observed to be positively associated with client satisfaction on
health care providers quality of communication

» .Clients’ characteristics, those with age group 35 and above, primary and secondary
education were observed to be positively associated with satisfaction on health care

providers’ quality of communication.

» Less privacy during communication was reported to be the reason of dissatisfaction of clients

on health care providers’ quality of communication.
» Time constraint due to heavy clients load followed by multiple clinical task and lack

dedicated space for communication were major barriers of optimal communication in health

care provider perspectives.
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9. RECOMMENDATIONS

>

There is communication gap between health care providers and clients that leads clients’ to
dissatisfaction on antenatal care services, so providers should improve the way of conveying

information provision to the client through training.

Better demonstration of empathy, information provision, longer discussion time and
continuity of care with one provider should be encouraged to improve clients’ satisfaction on

health care provider quality of communication.
Attempt should be made to free health care providers at ANC from multiple clinical tasks
with more attention given to ensuring dedicated space to improve optimal provider-client

communication.

Hospitals which were under study should use the findings of this study to improve clients’

satisfaction on health care providers’ quality of communication.

Observational studies are needed on client —health care provider communication to enhance

the evidence in local context in both verbal and non verbal communication.
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ANNEXS

Il Questionnaire English version
Consent form
A study on assessment of client-health care provider communication in Addis Ababa Town,
Ethiopia. Addis Ababa University School of graduate studies Department of health informatics
Post visit client Questionnaire
Name of the hospitals -------
Checked by-----------=-=--=----
Investigators signature------------------ Date----------- e
INTRODUCTION
Hello /Good Moring/Afternoon

My name is-----------------------oemeo---

This study is conducted by AAU to assess client health care provider communication in ANC clinic
of public health institutions in Addis Ababa the information collected help the client and the health
care provider how they effectively communicate to enhance the quality of the health service
provided and to know what factors hinder the communication effectively. With the long run it
improves the maternal health statues by incorporate communication is one of the health service
strategy.

Confidentiality and informed consent statement

| am going to ask you question about communication. You are one of the participants purposively
selected during the ANC time. Your name will not appear on this questionnaire and all the
information you provide to me will be strictly confidential .You are not obliged to answer any
questions that you do not wish to answer ,and you can put an end to this interview at any time .your
participation in this study does not involve any direct risk or benefit for you but is very use full since
your answers ,as well as those of other participant will help to improve the quality of the health
services provided in the area .Would you like to participate in the study? 1. Yes---------------=----om----
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Interview Guide
Patient Ig----------------- clinician 1d-----------=—---
Date of interview--------

Section I: Socio demographic characteristics

Question Coding categories Cod
Age (in complete year) | smmemmmmmmmem
Educational status 1 illiterate 3 read and write
2 primary 4 secondary
5 college/university
Frequency of visits 1.First 3.Third
2. Second 4.Fourth
5. Above fourth
Number of parity 1. One 3 Three
2. Two 4 four
5.above four

In-depth-interview
1. How do you describe your communication with health care providers in the ANC clinic in
terms of the relationship you build with them, the way they try to understand your problem
and provide information?
2. Describe your understanding of the health information provided by the health care providers
working in the ANC clinic?
3. Describe the effect of continuity of care givers in communication?

4. Describe the institution (hospitals) environment in terms of privacy for communication.
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Patient 1d-----------------
Date of interview--------

clinician 1d----------------

Section I: Socio demographic characteristics

Question

Coding categories

Cod

Age (in complete year)

Educational status 1 illiterate 3. primary
2 read and write 4. secondary
5 college/university
Frequency of visits 1. First 3.Third
2. Second 4. Fourth
5. > fourth

Number of parity
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Section I1: Elements of communication

No Elements Poor(1) Fair(2) | Good (3) | V.good( | Excellent(5)
4)
Providers empathy

1 Greeted me in a way that made
me comfort

2 Treated me with respect

3 Showed care and concern

4 Let me talk without interruption

5 Paid attention to me (looked at
me ,listen carefully)

6 Permit me to tell my idea
(perception about my
pregnancy)

Giving information

7 Has explained about my
pregnancy

8 Has explained about the reason
for the diagnostic test order and
any procedure done

9 Has explained about birth
preparedness and complication
readiness.

10 Has explained and remained me
about the need for ANC follow
up

11 Told me about problems with
alcohol and other substance use

12 Has explained about nutrition

13 Has explained about PMTCT

14 Has explained about breast
feeding

15 Talked in term | could
understand

16 Checked to be sure I understand
everything

17 Encourage me to ask question

18 Involved me in decision as
much as | wanted

19 Discussed next step including

my appointment or follow up
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Section 11 .Institutional aspect and pattern of visit characteristics
1. How do you rate your health status during the recent three months period?

1. Poor 4. Very good
2. Fair 5. Excellent
3. Good

Continuity of care
2. Was today the first time you have been treated by this doctor?
1. Yes
2. No

3. How important is it to have privacy while you are with your doctor
1. Very much
2. Somewhat
3. Slightly
4. Notat all
Visit length
4. How many minutes spent with your health care providers----------------=--=--=---- :

Section 1V
5. | am totally satisfied with the health care providers’ communication?

1. Uncertain 3. Disagree

2. Strongly disagree 4. Agree 5. Strongly agree



Questionnaire for the health care provider

Name of the hospital----------------- B | ——— Clinician 1d-----------=---------
Checked by

Supervisors signature------------------ Date-------==s-sssneeeennnn

Investigators signature------------------ Date---=-=-=sescmmeccaccanas

INTRODUCTION

Hello /Good morning/Afternoon

My name is--------------=--=--m-mmmmmm--

This study is conducted by AAU to assess client health care provider communication in ANC clinic
of public health institutions in Addis Ababa the information collected help the client and the health
care provider how they effectively communicate to enhance the quality of the health service
provided and to know what factors hinder the communication effectively. With the long run it
improves the maternal health statues by incorporate communication is one of the health service
strategy.

Confidentiality and informed consent statement

| am going to ask you question about communication. You are one of the participants purposively
selected during the ANC time. Your name will not appear on this questionnaire and all the
information you provide to me will be strictly confidential .You are not obliged to answer any
questions that you do not wish to answer ,and you can put an end to this interview at any time .your
participation in this study does not involve any direct risk or benefit for you but is very use full since
your answers ,as well as those of other participant will help to improve the quality of the health

services provided in the area .Would you like to participate in the study?
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Questionnaire for the health care provider

Name of the hospital----------------- Date--------=-=s=soeeuo- Clinician 1d-----------=---------
Checked by

Supervisors signature------------------ Date-------==s-sssneeeennnn

Investigators signature------------------ Date-------------m-mmemeeee-

INTRODUCTION

Hello /Good morning/Afternoon

My name i$------=--=-=====nmmmmmmmmmmmee

This study is conducted by AAU to assess client health care provider communication in ANC clinic
of public health institutions in Addis Ababa the information collected help the client and the health
care provider how they effectively communicate to enhance the quality of the health service
provided and to know what factors hinder the communication effectively. With the long run it
improves the maternal health statues by incorporate communication is one of the health service
strategy

| am going to ask you question about communication. You are one of the participants purposively
selected during the ANC time. Your name will not appear on this questionnaire and all the
information you provide to me will be strictly confidential .You are not obliged to answer any
questions that you do not wish to answer ,and you can put an end to this interview at any time .your
participation in this study does not involve any direct risk or benefit for you but is very use full since
your answers ,as well as those of other participant will help to improve the quality of the health

services provided in the area .Would you like to participate in the study?
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Section | Clinician practice characteristics

No | Question Code
1 | Age of the respondent(in complete Year) | -------ommmmmmmm oo
2 Sex 1. Male 2. Female
3 | Professional category 1. General practitioner 3. Nurse
2. Midwife 4. Health officer
5 .Gyn/obs

How do the health care providers communicate with the client? Is there communication aids
to clarify, to improve understanding, summarizing the information provide for the client?
1. Yes 2. No

If No, why not, what do you think could be the reason? ------------==-====-emsmcmmmmmeee -
Do you think health care provider optimally communicate with the client without any
communication barriers
1. Yes 2. No
If No, What are the major barriers, Put in rank order (from 1lup to 8) that prevents health care

providers to communicate with the client optimally?
ILoeeeeeee Lack of Training in Communication
([ lack of staff
I Lack of Integration into Routine Interactions

IV, =m-mmmmmmmmeees Clients language barrier
Y Lack of dedicated space for communication
Vi, —-mmemmmmeoee- multiple clinical task

Vil.  ----mmmeeeee- Lack of privacy during the encounter

Vill,  —-mmmmmmeeeee Time constraints due to heavy patient loads

5. If there is other barriers mention them-----========———emmee - --

51



440 ANA LzACO:

LYl PLPTIVET L
20U Riesovatha 2.7 Crae T
hohe9g A AIRAMC ASHT P7LPCN PaPmLP
PPOTH 9P--- —
L1 @~ PPLA ASMMG AD+ AFP---mmmmmmmm e Y oL M—— 7
PPGE QANAF  ACTG-mmmmmmmmmm e PP e
a8
MG LATAT Al ATh----mnmmmmmmmmmmv 2044

2V TG NA%O ANO RLACAE 299849 10+ PG E G497 (A0 ANQ ht9? 29Na mC ASHT vha1s Ardinet
PULAM- Lot PAT AT @OT (Uh9PS AAPLOTS oL@ avnhdl 099,21 8m.G PavlE AD-@-p L+
Aa@PgPIg° 13 LYI° v A £CA ANATt PADT PavlE AD-O- 1eA4S LeET ALONAKT DORI® A1LN Lo LT
U3 OF7 (NAM A79.L% PHAINTMTISI® PTG T 18AMC AGPT 0MS U233 008 h(AL POAL: Ui
AT AMPAL PACTHS A7hN00, 79 (PLD- ATFrE AL PADT AChF ATTAAN Nevytvt +R9F @0 SIS
@M, 3T a8 AD-O-F AATT AGPHCIT AT PEh BFTLPAS

OHY ePACT LY POTHA OQT PADT PMG avlB AO-@-P YLt ATIOP POTA HIE ACNDT holnF+Ad
OA9PP OC DA 9949 NEavs L1, PU-ST 7 enTIC PLCTT RINLDT M-L.0-1 LHT Am@PDFAU-:

0PLaI® U7 TGADI° LAMTY avl8 TLATELRrE 0P PRT AMNBADT ADOSAV-iNHU- MG +E9°
OATI P1 O0T5E AL 099414 AA OO ACADI® PAM-t aP8 hPD-PI° ALV ALOA Neemed AL (IPD+
@L.I° PACOD TT71T AIAZ PTLTFA 9195 D9° avl 8 heqPAgP:

PILAMT TPIGDI° avlB Pl 10 (4 PA ANTEPT TITTIFT (8% AL PAT FIGHNL (AT AF8.6mI°C
LLBGA.APAPAN € PLET PTICIPHNTTY TORATL.LAGDT I L TANIPA oMLEI® (LT (917G D9 1LH,
T o AN NPA-aPMEE AL APANTE LT 10T

(Y ) J— AR X ) —

ATPNIG AU~

52



hea l

PTOP PAPMLP TELOT

K@< Gavit)

PHINCT LE 1 eataie 2. 970NG P&
VACLI LLIATA) 3. AT 0%
5 bAE/RLOCA

PACTHS TO%E T | e

1. O ASPTF «PPC AS A hazh oAt vh9es hamt QAP D Pty PavlE AD-O- YL+ PP
DRI NOPEMC FTOICT APLET NTLLLID Tt AT ANGALDY avlB havAmt WIAC A&t
eav\kFA

2. 0 ASFF 2PPC AT WA hAzh @t vh9os hamt QAP mS@7 eHavaht a°lE PhL8E v-ad
W8T R0

3. Qtamag AAd® (+hide et PATT TPIN 8T P04
4. 9°Cave. hete (AhA(L) hAAPLD: OC VAT ATPINK PAD-T Ao ToF P04

hGA2 Pl AD-@-7 hG T

53



+. | (Uh91s QAPLOTFS FholoF eohhd 9914.mC PP | NM9° AAONTITY | AVEPRE | nmge AQTITIAD-
& | T AAQTITIP | g0 (2) | PATEOP A097970 | (5)
(1) v~ (4)
3)
1 mf  avaoCavP@m  pgh A1 0P vt
FPNATAAG AT
2 | DARNCT AOFSAREAGAT
3 | ALSHATLE GAPT AARd: AIFAT
4 | PATIRLT DAY ARIAAS AL CITAITAT
5 a- Nl INPFASTIOG AT AT
6 | AA ACTHGP PATT APt AILGIC AL OATPEN I
10¢
a8 RAMT AG avZF AN
7 AALCTIHSLTINECE ATPPGN T
8 | PHHHAIRAONAFLIPCAP - DTFIP YIS IPNLOTANLALAG
IVENER
9 | Pre@-ALATAANTASKLTE vsF  ALITAT 9O
@Y LARNTANNT ANLALPGA/ FAT
10 | PACTHSHHTFATPIOTANLAL RGN/ 30T
11 | ®m® AS At GO ALOLH P9LTFA faomPbI® 1417
ANCALPG A AT
12 | RAae D1U-2F 0902 TR TEANTFANLAL A/ FAT
13 | &AFALANAST @2 A% ATTLFAAGANLLS P
hrgavsanC NG ATPTA
14 | hOALMPANAMTIIPATPPIPANLE PG AT
15 | NPANALSDLIOTADTPAT R TENTOMPIONL LGN/
ot
16 | P10l EETALIINA AT
17 | PPBOTIAILMPPANL TN/ TG AT
18 | mSeINFaANFNTLLLTD-AZDTALKTEAT6
AN PG N FENT
19 | Q91PTAD- PUNIPS 1L+ $0,.0 1199454

h&d 3 PPATH 0 AG PUh9°S 8273 vz

54




1. Qi AA9°L vh9°S A0 AaEavsg I 1o
1l Ao 2 heLAP
2. WOAPLD- OC NINLD- @224 197
1 nmge e+mne 10 3 Qg O e+ 10
2 (3 etmP1o- 4 97° etm0P  hLRAT®

3. PACTHG P F+P@- hGA vhg°s AAPLD- O AdPDLYt PAD- 1377T
1 aage e+m0ed 1o 3 M Q7 eAm0e G-
2 3 etmP1o- 4 99 erm0P  ALLATP

4. wh9°TQAPPLD- OC AI°7T PUA I SLAAN/CIPCavs-@- 82,3 182 (L1IARA
5. amPAL huhyvs aAPea- OC NIN7 @241 FLAFau-

1. ACAIMG h@LAU-I° 3 AhnT7979°

2. NNg° AAOTIII° 4 WO 71700~ 5. NMI° AOTITIAV-

55



	COVER PAGE
	Worku Tadesse

