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Assessment of the perspective of health care providers and pregnant women
toward the antenatal care services provided at government and UNRWA clinics is
an important significant factor in improving the health services. The overall aim
of this study was to assess and contribute to the improvement of antenatal care
services provided at the Ministry of Health and UNWRA clinics in Gaza Province
that could help in improving the current situation for the benefit of health care
providers and women.

A cross sectional study was conducted at six centers in three governorates namely:
Gaza North, Gaza and KhanYounis governorate. In each governorate, the largest
two centers of government and UNRWA were conducted; the study is followed a
previous studies in Gaza Province for the same purpose. Two questionnaires were
used to collect data; the first was a self administered questionnaire for health care
providers and exit interview questionnaire was used for the pregnant women. The
number of participating health workers was 52 health workers, the number of
participating women was 241 pregnant women. The response rate was 94.7% that
considered a high rate. The study explored six dimensions of assessment
including accessibility to antenatal services, qualification and training of health
care provider, competence of health care providers, consultation, interpersonal
relation needs and availability of medication and equipment.

The results show high portion of the health care providers are midwives, nurse or
nurse-midwife, one third of the health care providers have a bachelor or specialist
certificate, high portion of health care providers have post graduation specialists
and antenatal training. The high portion of women has up to 4 labors, and up to
6 pregnancies. Regarding the antenatal care visits schedule, 80% of the health
care providers reported that the number of antenatal care visits is good and 92%
of health care providers reported good duration between antenatal visits. The
attendant women reported their opinion on antenatal care visits schedule that
around 88% of them were satisfied with the number of antenatal visits, 91%of
attended women reported their opinion on the number of antenatal visits as good,
and around 83% of women accept and reported good spacing between the visits.
The study concluded that the perspective of health care providers in UNRWA
clinics was highly than those in government clinics and the difference reach a
statistical significant level regarding a previous appointment system, the women

spent waiting time more than one hour, advice for referral, need for qualification,



availability of equipment and medication but the difference did not reach a
statistical significant level.

The women attending UNRWA health services experienced a previous
appointment system and advice for referral and availability of medication than
those attending government health services and they experienced shortage of
staff, privacy during providing services, verbal conflict and advice for referral
than those attending government health services, the difference reach a statistical
significant level.

The women attending UNRWA health services experienced long waiting time than
those attending government clinics, but they were more satisfied, the difference
between the two groups reach a statistical significant level.

The health care providers reported their perspective about providing information
for women about breast feeding and family planning, the percentage (91.4%) is
very high in UNRWA clinics, the difference reach a statistical significant level.
The perspective of attending women regarding received information about labor
process that high portion did not received, but the difference did not reach a
statistical significant level.

The women attending government clinics reported that they did not received
information about breast feeding and family planning more than those who

attended UNRWA clinics, the difference reach a statistical significant level.
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Definitions

Accessibility of antenatal care services:
Refers to antenatal care services are unrestricted and ensured that antenatal care
services can be achieved easily and provided in the primary health centers that

reaches appropriately to the pregnant women.

Availability of medication and equipment:
It identifies the presence or absence of needed medications and equipments in the
primary health centers that the pregnant women need during checking visits in the

pregnancy period.

Care provider:
The care providers are defined in this study as the professional members whom
providing the care to the pregnant women during the prenatal care period,

physicians, nurses or midwives.

Consultation:

It is a conference or a contact between the health care provider and the pregnant
women to consider a particular care as; listening to their problem, give clear
instruction, provide the appropriate medical information and assist in making

decisions rather than telling what to do.



Interpersonal relation needs:
The skills that the health care providers need as interaction between the health
care provider and the client, effective listening, pay attention to client and

communication skills.

Quialification, training and Competence of health care providers:

It refers to the qualification, training courses, skills and actual performance of the
health care providers in regards to examinations, investigations, consultations and
other technical procedures which demonstrate that they having the capacity to

function effectively.
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Chapter 1

Introduction

Maternal health services are directed toward improving women's health. This
new focus, driven by recent research, emphasizes the close tie between women's
health status and the overall well being of the entire family. This link is most
apparent in studies that have demonstrated higher risks of infant and child mortality
following maternal death and the tangible benefits of birth spacing for both the
mother and the child.

The antenatal care refers to the care that is given to an expectant mother from the
time that conception is confirmed until the beginning of labor, in addition to
monitoring the progress of the pregnancy that attempt to provide, appropriate
support for the mother and her family whatever the outcome of the pregnancy.
Although the importance of antenatal care is widely recognized, it is necessary to be
known about the impact of provided care services on the health outcomes. It is very
important to demonstrate that adequate antenatal care is quality intervention that
improves pregnancy outcomes, including reducing infant mortality rates (Bennett,
and Brown, 1999).

Internationally the recent trends about the antenatal care are to achieve improved
maternal morbidity and increase consumer satisfaction. The question why is
antenatal care important? The answer for this question is that the regular health
checks for a pregnant woman and her unborn baby reduce the risks of complications
in pregnancy and labor. Even if the women have already had a previous child or
more, the women still need antenatal care to monitor things and to do the tests of
antenatal care to make sure that the baby is growing well, these services are

provided by the health care providers at the clinic of antenatal care.



Nationally the antenatal care is considered as very important aspect in the primary
health care sector, about 95.6% of pregnant women receive antenatal care, about
95.2% of women completed three visits and over during their recent pregnancy. The
number of pregnant women has been reported in governmental sector in Palestine in
the year 2000 are 26,903 pregnant women (MoH, 2001).

Other organizations providing antenatal care as UNRWA which plays
distinguished role in the program of antenatal care and other health’s services

cooperation with Ministry of Health (MoH, 2001).

1.1 Justification of the study

Women have health needs for all the major diseases and have needs associated
with membership of particular vulnerable groups, as do men. In addition women
have special needs associated with their reproductive and social functions. Women
are the most frequent consumers of health services, both for their own needs as
parents and careers. The antenatal care is an important aspect of the primary health
care sector in all over the world that it provides services for the clients, so the
looking is to provide these services by good managed way and to achieve the quality
of antenatal care. The overall goal of providing antenatal care is to improve and
maintain the health and well-being of mothers, babies, and families. This involves
ongoing assessment and monitoring of the health status of the women and their
unborn babies. Many studies have shown that women who receive antenatal care
early and regularly have a better outcome than those who do not.

In Palestine The percentage of women in child bearing age from total population

IS (21.9%), and the maternal mortality ratio is (18.6) per 100,000 live births, the total



fertility rate in Palestine is one of the highest rates in the world; it is about 3.87, in

Gaza Strip it is 4.6 (MoH 2002).

About 94.8% of births take place in health institutions and 5.2% at home in
Palestine; the vast majority of deliveries took place in hospitals with a percentage of
about 82.3%. The governmental hospitals take the largest share of the total

deliveries with a percentage of 52.1% (MoH 2002).

Although the purpose is to provide a regular antenatal care with an equity and
good outcome, it must be recognized that many determinants influence the health of
pregnant women and their unborn babies. Some of these determinants require the
cooperation and coordination of many different health care providers and services.
The study explores the main domains of the quality of antenatal services among the
setting attending this services, the study also explores the difference in quality
through the views of the health care providers and women at the MoH and UNRWA

clinics in Gaza Strip.

1.2 Purpose of the study

The purpose of this study is to assess and contribute to the improvement of
antenatal care services provided at the Ministry of Health and UNWRA clinics. The
study intend to examine antenatal services both client's and health providers

perspective and to make recommendations for improving the services.



1.3 Objectives

1.

14

To assess antenatal services in terms of accessibility, staffing (qualification,

training, competence), availability of equipment and supplement.

To diagnose the common problems in antenatal services at MoH and

UNRWA clinics.

To examine the level of clients satisfaction.

To assess the perspective of health care providers and women with respect to
interpersonal relationships and service provider consultation.

To suggest recommendations; to the policy makers and the health
professionals for adopting creative ways to improve the providing of

antenatal care services.

Research question

What are the features of the antenatal care services that currently provided at

the antenatal care clinics?

What is the perspective of the health care providers and women with respect
to the qualifications and training of service providers?

What is the opinion of the clients with respect to competence of

health care providers?

What is the view of the health care providers and clients with respect to
service provider consultation skills; as listening, explanations, give clear
instruction and the opportunity to ask questions?

What is the perspective of the health care providers and women with respect

to health care providers and women’s interpersonal relation needs; as warm



welcome, shows respect, sympathetic, communicates well in a language the
client understands, pays attention to the client, assures clients of
confidentiality.

6. What is the perspective of the health care providers and women with respect
to accessibility of services; a willingness to serve clients at any time, number
of providers available, Punctuality, waiting time.

7. What is the perspective of the health care providers and women with respect
to availability of drug and proper equipment available?

8. What are the recommendations strategies that could improve the

providing and implementation of antenatal care services?

1.5 Feasibility and cost

The study was conducted at primary health care centers (PHC) as a part of the
researcher’s study at the School of Public Health, Al-Quds University. Discussion
with the responsible people in the School of Public Health whom offered the
necessary research support made the implementation of the study is more feasible.
Also the managers in the Ministry of Health, Director of health in UNRWA and the
managers of the primary health care clinics in MoH and UNRWA whom offered and
provide support such as access to study population and ethical approval to conduct the

study made the implementation of the study is more feasible.

The study is self-funded and supervised by school of public health.



1.6 Context of the study

The study is about the assessment of antenatal care services at MoH and
UNRWA clinics through views of the health care providers who provide the services
either nurses, midwives and doctors, and women who receive the services. The
study was conducted at Gaza Strip- Palestine and could be influenced by
geographic, demographic, educational, socio-economic, and political situation of
this area. Therefore, it is so necessary to provide some relevant information about
this piece of land, population, culture, health status, and the infrastructure as the

following.

1.7 Back ground of the study

The information that describes the health care services and the population who
received that care considers very important for proper planning and development of
the health care services. The health care situation is influenced by geographic,
demographic, educational, socio-economic, and political situation. This study is
conducted in Gaza Strip in Palestine, the following information are presented the

Palestine population and their health status.

1.7.1 Geographical and Demographic situation

Palestine National Authority territory comprises two areas separated
geographically: the West Bank and Gaza Strip. West Bank lies within an area of
5,800 square kilometers west of the river Jordan. Many areas of the West Bank
have diversified communities. The differences are observable in life style and living
conditions not only among classes or socio-economic levels and religious

affiliations, but also among urban, rural and refugee camp communities with their



respective subdivisions. Up to sixty percent of the population lives in approximately
400 villages and rural refugee camps. Gaza Strip is a narrow area of land lying on
the coast of the Mediterranean Sea between Egypt and Israel. It is about 360 square
kilometers, it is very crowded area, there are small villages, and eight refugee camps

that contain two thirds of the population (MoH, 2001).

The Palestinian people were estimated in the med year 2001 as about 7,968,543
all over the world including those in Diaspora, the population size in Palestine
constitutes(41.4%) of all the Palestinian, it was estimated about 3,298,951 out of
which 1,666,805 that constitute (50.5%) are males and 1,632,164 that constitute
(49.5%) are females. The Palestine number in the occupied land in 1948 is
1,113,000 with proportion (14%) of total Palestinian. The age of Palestinian people
less than 15 years constitute (46.7%) of all the Palestinian population, while the age
60 years and over constitute (4.6%) of the total Palestinian population. From the
population size in Palestine 2,102,360 (63.7%) are living in West Bank, and

1,196,591 (36.3%) in Gaza Strip (MoH, 2002).

The percentage of males in Gaza Strip is (50.4%) and females constitute (49.6%)
of the total population in Palestine, in Gaza Strip (49.9%) of total population are

under the age of 15 years (MoH, 2002).

The report of UNRWA in 2001 the total number of refugees is 1,483,394 where
865,242 are residencies in Gaza Strip at percentage of (58.3%), while 618,152
residencies in West Bank at percentage of (41.7%). It is worth to remind the readers
that refugees represent (72.3%) of all population in Gaza Strip, while in West Bank

they represent (29.4%) of all population (UNRWA report, 2001).

Regarding the population density in Gaza Strip, it is about 3,278 inhabitants per one

square kilometer comparing to 362 inhabitants per one square kilometer in West



Bank. The actual density rates are higher than the estimated rates by figures because

of the presence of the Israeli settlements (MoH, 2001).

Education is considered an important matter in the Palestinian population that it
is seen as strength guarantee in the life, in order to gain social standing and
economic well- being, and to increase income. The rate of literacy for Palestinian

education in Gaza Strip is about 85% (United Nation, 1998).

1.7.2 Socioeconomic Status

The Palestinian socioeconomic status is affecting by many factors, the political
factors is the most important factor. The GNI declined by 12 and 15 percent in the
year 2000 and 2001 respectively. The GDP declined by 7 and 12 percent in the years
2000 and 2001 respectively, the GNI declined more rapidly than the GDP. Income
per capita is half of in September 2000 it is 1,070 US$, the Gross Domestic Product
per capita 831US$, unemployment rate in Gaza Strip reached about 67%. 45 - 50
percent of Palestinian population living below the poverty line (US$2 per person per
day). About 84.6 % of the populations in Gaza Strip are under the poverty line

(World Bank report 2002).

1.7.3 Palestinian health care system

Over the past years, the Palestinian health care system has been developing
through the development of Palestinian society, during the period (June 1967 to the
early 1970s) and since the early days of Israeli Military Occupation in the West
Bank and Gaza Strip, the Israeli Military Occupation’s goal was to increase the
dependency on the Israeli health care system, and attempted to takeover the exiting

Palestinian health care structures. A little development had taken place as most of



the efforts of the Palestinian structures, but the Israeli Military Authorities were
directed towards maintaining their existence and providing needed health care
services under numerous restrictions. Many forms of restrictions were ranging from
delays in licenses to the activities requiring permission from the military occupation
authorities as health education. During the period 1970 _ 1980 a new trends began to
build as many independent health care structures as possible and despite the many
restrictions imposed by the Israeli authorities, a health care organizations were able
to obtain permits to operate in the Occupied Territories which were mainly focused
on curative health service with little emphasis on preventive health activities and
primary health care services. Some significant achievements were obtained during
that period; the restrictions imposed by the Israeli Military Authorities were a briar
for further development of those sectors. Another trend began to develop in the
Occupied Territories which was based on a more holistic concept of health, the trend
focused on, that health and illness were not merely biological phenomena and that
the health of the individual and the population were an integral part of the social,
economic, and the political situation which the population lived. In the first Intifada
from 1988 to establishment of Palestinian National Authority, and as a resulted from
Israeli army violence the Palestinian health structure was put in a state of
emergency. This situation was the reason to establish a large number of new clinics
in the West Bank and Gaza Strip in order to meet the increasing need of medical
services (MoH 2001).

The Palestinian health care system is a mixture of public, non-governmental,
UNRWA, and private either profit or not-for-profit service delivery, and
governmental health insurance system. Remarkable improvements have been made

in the last five years since the PNA assumed responsibility for the health sector, with



enhanced linkages between the Ministry of Health (MoH) and related ministries
such as the Ministry of Education, Social Affairs, Finance, Planning and
International Cooperation, Supplies, Industry, Agriculture and Environment, which

have improved the public health functions of the system ((MoH, 1997).

1.7.3.1 Health Services Delivery

There are three prominent providers for health services, the Ministry of Health
(MoH), the United Nation relief and Works Agency (UNRWA), and Non-
Governmental Organizations (NGOs). The largest and major health sectors, that

providing and covering these services are the Ministry of health and UNRWA.

1.7.3.2 The role of Ministry of Health

The Ministry of health is responsible for providing the primary health care,
secondary health care and some tertiary care. The primary health care is the portion
that needs the Palestinian society, which it looks for the primary health care
interventions, there is more emphasizing on health promotion, health education and

health prevention.

1.7.3.3 The role of UNRWA

UNRWA is responsible for Primary Health Care services provision for refugees,
the number of people who can make use of UNRWA services in Gaza Strip is much
higher than in the West Bank. Also the refugees can access to all health services

provided by Ministry of health (MoH, 2002).



1.7.3.4 Maternity health services

Antenatal care is provided as an integral part of the maternal health program.
According to defined standards and procedures the ultimate objective to get
pregnancy without risks or complications either for mothers or babies. In MoH and
UNRWA antenatal care services are provided by a team of nurses, midwives,
physicians and obstetricians. During the first antenatal visit, a full history is taken
including medical, personal, social, previous history of pregnancy, and current
history of pregnancy. The schedule of antenatal care which used in all PHC centers
in MoH and UNRWA, recommended monthly visits during the first 24 weeks of
pregnancy, from 25-32 weeks the recommended visits are every two weeks and then

one visit weekly till labor.

Assessment for risk factors and complications is an ongoing process through the
pregnancy period at PHC. In MoH the women who are at high risk pregnancy are
referred from the local health centers to the high centers as the high risk pregnancy
centers. In UNRWA the women are registered as early as possible after proving the
pregnancy, for early assessment to risk factors and complications through the

pregnancy period.



1.7.4 Demographic Trends

1.7.4.1 Population Size

Total mid year population size 2002 in Gaza Strip is 1,261,909, the percentage
for total population is 13.7%. This population is distributed to the governorates of

Gaza as the following:

Gaza north governorate: the total population is 236,298 people (18.7% of total
population of Gaza Strip). The Gaza governorate population is 446,416 people
(35.4% of total population of Gaza Strip). In Mid-Zone governorate population is
182,882 people (14.5% of total population of Gaza Strip). In Khan Younis
governorate population is 245,588 people (19.4% of total population of Gaza Strip).
In Rafah governorate population is 150,725 people (12% of total population of Gaza

Strip) (MoH 2003).

1.7.4.2 Age and sex distribution

The sex ratio of males per females in Palestine at the end of year 2002 is 102.2
per 100 females. The estimated number of males at the end of year 2002 is
1,750,000 while the estimated number of females at the end of year 2002 is
1,710,000. In Gaza Strip at the end of year 2002, the number of males compared to
females is 636,000 and 625,000 respectively, so the sex ratio is 101.9 per 100
females. Females under 15 years in Palestine at the end of year 2002 are 22.7% of
total population, in Gaza Strip Females under 15 years the percentage is 24.4% of
total population. The number of females aged 15-49 years in Palestine is estimated

763,746 with percentage 22% and 44.5% of total population and total number of



females respectively, in Gaza Strip number of females aged 15-49 years is 273,125

with percentage 43.9% of total number of females (MoH 2003).

1.7.4.3 Distribution by refugee

According to United Nation Relief and Work Agency report, the total number of
refugees in Palestine is 1,532,589. The number of refugees resident in Gaza Strip is
893,141 at percentage of 58%. In Gaza Strip the percentage of refugees is larger
than in West Bank, it is about 70.8% of population residents in Gaza Strip (MoH

2003).

1.7.4.4 Population Density and Growth

Population density is very high in Gaza Strip; it is about 3,505 inhabitants per
square kilometer. Natural increase rate in Palestine is estimated at the year 2002
about 3.7%, it was declined from 3.8% at year 1997 to 3.7% at year 1998-1999, and

3.6% at year 2000-2001 (MoH 2003).

1.7.4.5 Dependency Ratio

Dependency ratio is calculated as the number of persons below 15 years and
above 65 years per 100 persons aged 15-65 years. It is about 101.6% in Palestine

and it is about 108% for Gaza Strip (MoH 2003).



1.7.4.6 Fertility

The total fertility rate (average number of children born to women (15-49) had
been decreased progressively over the period 1997-2003. In Gaza Strip total fertility
rate is 4.8. This decline has taken place in all age groups. The fertility peak was
between the ages 20-29 years, in Gaza Strip the total fertility rate and age was higher

than West Bank, it is 4.8 in Gaza Strip and 3.3 in West Bank (MoH 2003).

1.7.4.7 Crude birth rate

Crude birth rate (the number of live births per 1000 population per year) is still
high despite progressive decline over the years compared to other countries. Crude
birth rate declined from 46.5/1000 in the year 1995 to 27.2/1000 in the year 2002
respectively. In Gaza Strip the rate decreased from 45.4/1000 in 1997 to 33.1/1000

in 2002 (MoH 2003).

1.7.4.8 Crude death rate

The crude death rate in Palestine declined from 4.8 deaths per 1000 population in
1997 to 3.1 per 1000 in 2002. In Gaza Strip, crude death rate is 4.7 in 1997 and
dropped to 3.5 in 2002. In the West Bank, the crude death rate is 4.9 in 1997 and
dropped to 2.9 in 2002, these results indicated that there was an improvement in the

living standards (MoH 2003).
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2.1 Definition of Antenatal care

The antenatal care refers to "the care that is given to an expectant mother from
the time that conception is confirmed until the beginning of labor" (Bennett and
Brown, 1999).

WHO defined the antenatal care as "the care refers to pregnancy-related care
provided by a health worker either in a medical facility or at home. In theory,
antenatal care should address both the psychosocial and medical needs of the woman
in the context of the health care delivery system and the surrounding culture”
(WHO, 1996).

The Maternal and Neonatal Health (MNH) Program defined the antenatal care,
"the care a woman receives throughout her pregnancy™ (MNH, 2001).

Ozvaris, S. and Akin, A. define "Antenatal care is the monitoring of mother and
fetus by trained health personnel throughout the whole pregnancy with necessary
examinations and recommendations by regular intervals" (Ozvaris, S and Akin, A

2002).

2.2 Aims of antenatal care

The aims of antenatal care services are to provide appropriate support for the
woman and the family regardless the outcome of the pregnancy, to encourage the
family adjust psychologically and socially by healthy way to childbearing. Also the
aim of antenatal care services is to build up the relationship trusty between the
woman and her family and the care providers, to monitor the progress of the

pregnancy and in the end of the pregnancy the woman and her be healthy and the



fetal is developed well, and to recognize any deviation about the normal services
which is required to the woman (Bennet V, and Brown L 1999).

The aim of antenatal care is to provide advice, reassurance, education, and
support for the woman and her family, deals with the minor problems of pregnancy,
provides an ongoing screening programs, (clinical and laboratory based) to confirm
that the woman continues not be at risk, and to prevent, detect, and manage those
problems and factors that adversely affect the health of the mother or her baby
(James, D. K. 1995).

Neilson, J said; the aim of antenatal care is to provide many benefits including
clinical improvement, education, counseling and psycho-social support to the

pregnant women (Neilson, J 1996).

2.3 History and routine of antenatal care

The history of traditional pattern antenatal care in United Kingdom originates
early since the year 1929, the pattern is consist of one visit every four weeks until
twenty eight weeks, then one visit every two week for the thirty six weeks, in the
last the visit is weekly until delivery. There were a question about the benefit of this
pattern of care and there has been much researches which done recently that to
explore a new pattern of antenatal care for both the timing of visits and place of
consultation. The aim of this new pattern is improving the maternal morbidity and
increase the satisfaction of consumer (Bennett and Brown, 1999).
The new pattern of antenatal care considers the quality of care is come over quantity
of visits. This pattern of antenatal care "focused antenatal care" shows that; to
improve pregnancy outcomes, it is not necessary to increase the visit's number and

the high-risk pregnant women is not necessary to develop complications, but the low



risk pregnant women may develop these complications. Therefore, if high-risk
pregnant women do not develop complications, there may unnecessary usage of care
in antenatal care planned to use a risk pattern. In the other side low-risk, pregnant
women may not be prepared to receive care but they develop complications. The
look for the pregnant women is the same that all pregnant women must receive the
same antenatal care because all pregnant women are at risk for complication, and
there is not proven about the routine measures and risk factors that used in the
traditional pattern of antenatal care to be effective in improving the pregnancy
outcome (MNH, 2001).

The result of a study to compare the acceptance and effectiveness of a reduced
antenatal visits pattern of six to seven visits with the traditional thirteen visits on low
risk pregnant women shows; that there were no differences on the clinical outcome
was denoted by using the two patterns of antenatal care (Sikorski et al. 1996).

Sahin Aksoy said that until the middle of 20th century the techniques were not
applied to antenatal care. Antenatal screening and diagnostic techniques are almost
the measuring of the quality of antenatal care. In the United Kingdom, about 90% of
the pregnant women have undergone one of these techniques at some time during
pregnancy (Aksoy S. 2001).

The schedule of antenatal care visits was starting from the year of 1920; it was
inconvenience for the pregnant women and it become as a habit. These visits are too
many that to be seen by many professionals in many setting (Neilson, J 1996).

Villar J. and others said that decreasing the number of antenatal care visits could be
implemented, regardless the content of the visits and without increase in adverse
effect on pregnancy outcome. Women may be less satisfied with decreasing the

visits but a benefit can be achieved that reduce the costs for the mothers and



providers. The clinical effectiveness seemed similar, women showed slightly more
satisfied with midwife or general practitioner more than with obstetrician or

gynecologist (Villar J. et al, 2003).

2.4 Models of antenatal care

The aims of antenatal care services are to provide appropriate support for the
woman and the family regardless the outcome of the pregnancy, this support is
provided through the visits of antenatal care, there are more than one models of
antenatal care used.

There are many antenatal care models, which used currently around the world,
these models have not been evaluated by scientific base and no scientific evaluation
is done to evaluate their effectiveness. Although there is a widespread for these
models and the goals are to improve maternal care services, but there is lack of the
identification of effective interventions and the optimal allocation of resources
(WHO 2002).

The European models of antenatal care, which developed in 1900, are the base
for the most of antenatal care programs that used in the developing countries, there
were developing in the number, time, and content of visits. Despite of this
development there has been low scientific evaluation on the effectiveness of these
components (WHO 1998).

Carroli G. et al (2001) says that the current antenatal care models were originated
from the European models which developed in the twenty century, there was no
changes in the activities of these models, even the new procedures , tests and
intervention were added to the programs without evaluation based on scientific base.

The number of visits was added to these programs; in some countries these visits



reached sixteen visits, this show that the number, time of visit and the content of
antenatal care visits appear to be more to the normal evidence base health care
(Garroli G. et al 2001).

Tucker et al developed and tested a model of care, which considered the low-risk
pregnancy complication women should received the antenatal care in primary care
setting by general practitioners and midwives only (Tucker et al 1996).

Mayor S, said to get a healthy pregnant woman without complications, she
should have fewer with more informative antenatal visits. NICE recommends 10
checks up during the first pregnancy and seven during subsequent pregnancies,
rather than the traditional schedule, NHS in England and Wales, suggests that check
up should start earlier in pregnancy, that women should see a doctor at around eight
weeks instead at around 12 weeks. Mayor S. said also that this guideline focuses on
the quality of rather than quantity, and will avoid long waiting time and it may help
to improve continuity of care and lead to a beneficial pregnancy outcome (Mayor S,
2003).

Mayor S, said also that "Jane Thomas, director of the National Collaborating
Centre for Women’s and Children’s Health, the group that developed the guidance
for NICE, said: "It is important that there is a clearly defined purpose to every
antenatal appointment offered to women. The pattern of antenatal care has evolved
over the last 80 years, but it has been based on ritual and has not always had a

scientific basis" (Mayor S, 2003).

2.5 Magnitude, Epidemiology and Link Factors of antenatal care
It is very important and essential to promote healthy behaviors and increase the

knowledge about pregnancy and complications of pregnancy among women,



families and communities that to provide the health and well-being of pregnant
women. To improve the health of pregnant women, in-related to immediate
complications as ill or death and related causes as socio-economic situation or
malnutrition, effective antenatal care should be provided and increased the mother's
chances of giving birth to a healthy baby. In the other side preventing the
development of complications during pregnancy and delivery and treated the
complications before they become life-threatening emergencies, all these
complications can be managing by appropriately trained and equipped health care
providers. All these beneficial interventions are to help the mothers and their
babies.

In the developing countries, there are irregular clinical visits with long waiting
times, poor feedback to the women, and poor implementation of routinely
recommended antenatal care programs used in these countries (WHO 2002).

Unicef report shows that about 65% of women in the developing world are
attended at least only one antenatal visit during pregnancy by skilled professional
health providers, The high rate is in Latin America and the Caribbean (83%) and
lowest in South Asia (51%), the report shows that in general, antenatal care has
improved steadily, it increased from 53% in 1990 to 64% in 2000 with rising 20%.
An increasing was greatest in Asia and slowest in Sub-Saharan Africa (UNICEF
2001).

The needs for health services are important needs, that it enables the women to
go with their pregnancy and labor safely and to born their babies healthy. This
importance for health services is including the care during pregnancy, by providing

antenatal care services that should be initiated in the early of pregnancy.



The women can get antenatal care services by many ways, either through health
center which gives an idea about the utilization of antenatal care services by women
or by home visits which provide an idea about the quality of care. One of the most
important aspects of antenatal care is providing information and counseling to the
pregnant women about complication of pregnancy and procedures to prevent and
cure these complications. In the study of Milligan, R et al (2002) the comparison
between women whose receive antenatal care, shows that the not American
originated women are beginning in the first trimester less than the White women
(73.3% and 87.9% respectively in 1998). This difference is increased progressively
through the years as shown in the followed year greater, it was about (67.1% and
90.9% respectively in 1999). The study shows also that the women from poor urban
communities receive antenatal care later and their antenatal care visits less than
women of higher socio-economic levels. There are women with little or no use of
antenatal care, these women as homeless and substance abusing women, they do not
believe about the importance of antenatal care. Women who abusing drug are
starting their antenatal care later and they have less utilization of antenatal care
services (Milligan, R. et al 2002).

More than 90% of women reported attending an ANC at least once in both
Malawi and Kenya, the total number of reported visits was equally, while the
percent of women who attending two or more times were 87% and 92%,
respectively, more than 40% of the women in both countries reported attending five
or more times. In both Malawi and Kenya, more than 85% of pregnant women were
available to benefit from the treatment regimen for many diseases as malaria,
syphilis, and anemia. In contrast, fewer than 45% were available for continued risk

management and supplementation of drug (Schultz J. et al 1996).



In Saudi Arabia maternal and child health is a priority in public health programs.
Regular antenatal care can decreased the effects of pregnancy and complications of
child delivery. The existence of facilities for maternal health care does not
necessarily mean that they will be used, even by women who have been advised to
do; many factors play a role in the accessibility of antenatal care services, as
socioeconomic standards and behavioral attitudes toward these facilities affect
antenatal check-up and the residency area of women. The number of mothers
attending antenatal care at the local primary health care centers is to be in the rural
area more than the urban area (EI-Gilany, A.H. and Aref, Y. 2000).

The percent of women attended antenatal care services in Jordan was 95.6% in
year 1997 and in Egypt was 53% in year 2000 (UNICEF 2001).

In Palestine the antenatal care is considered as very important aspect in the
primary health care sector, about 95.6% of pregnant women receive antenatal care,
about 95.2% of women completed three visits and over during their recent
pregnancy. The number of pregnant women has been reported in governmental
sector in Palestine in the year 2000 are 26,903 women (MoH, 2001).

Limitation of accessibility to antenatal care services may be due to many factors,
these factors including the distance to the near clinics, lack of transportation, cost of
transportation, availability of facilities and offering free antenatal care. Other
factors can limit access to services as socioeconomic status, level of education either
the mother or her husband, income of the family, relation between family members
and satisfaction for services. There was increase in access to services with increasing
the level of education, the access increase also with good relation between the

family members that lead to optimal decision making and more access can obtained



when women be satisfied with the services they received. Women with high level of
social class attended services more than the poor or low level of social class women.
Previous pregnancy history and the complications that women suffered before in
their previous pregnancies are considered a positive factor for seeking and going on

more access to services (Glei, D. et al 2002).

2.6 Importance of antenatal care services on mother's health and pregnancy
outcome

Pregnancy is a special event, and the family and community should treat a
pregnant woman with particular care. The outcome of a pregnancy depends on the
care given; antenatal, during the delivery and after the delivery. The danger signs
which may arise during pregnancy must be known to provide help and treatment for
the mother and her fetus as early as possible, from the most appropriate place.
Antenatal care provides an important opportunity for discussion between a pregnant
woman and a health provider about healthy behavior during pregnancy.

Pregnant women are assessed on a monthly basis to reduce infant and maternal
mortality rates. Encouraging women to participate in this service beginning as early
as possible in the first trimester, many women do not participate until the second or
third trimester. Gather the Information about the pregnant woman helped to identify
possible risk factors as, age, height and weight, number of pregnancies, date of last
pregnancy, number of spontaneous abortions and Cesarean sections, and number of
children living. The physical examination is performed to assess the condition of the
fetus and the mother. High risk pregnancies are also identified at this time. These
include women with risky age as under the age of twenty or over the age of thirty-

five; women who have had multi pregnancy as more than four pregnancies; newly



delivered mothers, and women who have HIV/AIDS or other STDs. Women who
complains from problem with their pregnancies, as well as, needs subsequently
counseled by the midwife at the antenatal care. The women receive consultations
about the preparations necessary for breast feeding, and women are encouraged to
join the Family Planning program six weeks postpartum. During the antenatal care
session, women are advised to follow up in the hospitals for STDs and HIV
infection, as well as for delivery (Health Outreach program, 1995).

The psychosocial and the medical needs of the woman, within the context of the
health care delivery system and the culture of women should be considered during
the antenatal care period. The antenatal care visits during the antenatal period are
important and necessary by many ways; to establish confidence between the woman
and her health care provider, to provide health promotional services, and to identify
and manage any maternal complications or risk factors. The essential services are
provide at antenatal visits that are recommended for all pregnant women, such as
immunization of tetanus toxoid and the prevention of anemia through nutrition
education and provision of treatment as "iron/folic acid" tablets (WHO 1994).

Dr. Malpani is looking at the antenatal care that the women must be good for her
baby before it is born, this emphasize the importance of antenatal care during
pregnancy, Dr. Malpani is considered the preconception care is the very important
that it is easy, inexpensive, and can prevent many diseases and can provide the
chance for the doctor and the women to be relax with the care (Malpani, 1999).

"Antenatal care -care during pregnancy- provides an important opportunity for
discussion between a pregnant woman and a health care provider about healthy
behavior during pregnancy (such as adequate nutrition), about recognizing

complications that may arise during pregnancy, and about a delivery plan that will



meet the needs of the individual woman. Antenatal care is important also for
preventive care, including tetanus toxoid immunization and provision of iron/folic
acid tablets to prevent and treat anemia. Finally antenatal care is important for early
diagnosis and prompts treatment for complications of pregnancy and other illness
that can arise during pregnancy, such as sexually transmitted diseases (STDs),
malaria, and helminthes infections"(WHO 1996).

Taguchi N and others said maternal mortality is influenced by low socio-
economic background and the low availability of antenatal care (Taguchi N et al
2003).

Antenatal care services can improve the outcome of many issues in pregnancy,
and many complications outcome may be prevented or improved by antenatal care,
by using further investigations. These issues include maternal and fetal mortality,
severe neonatal morbidity, and long-term handicap. There is an emphasis about the
importance of identifying, specifically, what is the achievement during designing the
antenatal care. To achieve specific pregnancy outcomes; determination the specific
antenatal interventions must be achieved (HHS, 2000).

The benefits of antenatal care are to provide healthy conditions for mothers
throughout their pregnancy and their babies' delivery during the pregnancy, delivery
and after the delivery. Also early detection of complications, and providing the
suitable treatment for these diseases and pregnancy complications, providing special
care for the high risk pregnancies mothers, intrauterine monitoring of the fetus,
vaccinating the mother against tetanus, determining the place of the delivery, and
type of assistance, educating the mother on nutrition, hygiene, delivery, postpartum

care, infant care, and family planning methods (Ozvaris, S and Akin, A 2002).



The early antenatal care is important for young mothers that; low accessibility for
antenatal services early during pregnancy, and low availability of antenatal services
themselves, lead to little access to counseling and testing services, screening for
curable diseases as STIs, and lead to limited knowledge about the healthy behavior

(UNFPA 2002).

2.7 Importance of women's and care provider's perspective on assessment of
antenatal care services

The clinical relationship between patient and care provider still represents the
base of the current health care services, even though with the increasing involvement
of technology in routine antenatal care in both developed and developing countries,
the offered care should be acceptable for the recipients. There are an importance of
allowing for patients’ views alongside medical and economic considerations
regarding care assessment during pregnancy and childbirth (Langer A. et al 2002).

The satisfaction with team midwifery care for low- and high-risk women shows
that the team of the midwifery care was associated with increased satisfaction with
antenatal care. In addition, it shows that the continuity of midwifery care is
realistically achievable and is associated with increased satisfaction, (Biro MA, et al
2003).

Women's views and health professionals' perspective should be known that there
are determinants in greater acceptance and continuity use of services. Policymakers
and program managers need careful evaluation before and during using new care
models into institutional protocols, during the process of change the manager should

certainly contribute to improving providers' commitment to their clinical work. Also



in health care evaluation the patients' views, increasing the attention are given
(Langer A. et al 2002).
The patient's and care provider's perspectives are a mirror for the quality of the

care received and provided, (Donabedian A. 1988).

O'Connell T, and others said that a majority of GPs wanted more involvement in
antenatal care, the female GPs. were significantly more likely wanted to be
involvement to antenatal care more than male GPs. The models involving midwife
care were much less popular with the GPs. The perspective of GPs. was varies
about antenatal services and home births. Issues rose in relation to home births

included the need for increased skill deficits (O'Connell T, 1998).

Another study said that it was not easily identified if the women were satisfied
with traditional or reduced antenatal visit schedules. It is need more assess, and
provide care according to their preferences; by providing social support and
improving the psychosocial quality of antenatal care may be a good strategy for
making reduced visit schedules more acceptable to pregnant women (Clement S et

al, 1996).

2.8 Accessibility of services and care providers

Antenatal care is important for identifying and responding to risk factors in
pregnancy, as the kind of care is provide exactly, the services accessible to the
clients. In the developing world, the mothers receive adequate and appropriate
antenatal care. The use of antenatal care is associated with a variety of factors such
as socio-economic, cultural and reproductive factors. Accessibility of healthcare

facilities also influences their use by pregnant women. Access to antenatal care is



important. Women who live near to a health facility have more antenatal visits and
those who have access to a Community Health Worker are more likely to have an

early first visit (Dr KKAggarwal, 2001).

Gathering the information by the staff from women as age, height and weight,
number of pregnancies, date of last pregnancy, number of abortions and Cesarean
sections, and number of children living, also the performed physical examination
and assessing the presentation and position of the fetus, and the fetal heart rate are a
sign for accessibility of services. The checks and tests that are done by the nurse
midwife as tests of anemia, the legs for swelling, and the general cleanliness of the
woman, also advised her to go to the hospital to be checked for infectious diseases,
and delivery is considered the indicator for Accessibility of antenatal care services

and health care providers (Health Outreach program, 1995).

The study about the utilization of antenatal care services in Rajasthan show that
the accessibility to services and the health care providers were low either in the
home or outside the home, this can be seen through low accessibility to services as

tetanus toxide (Mondal, S.K. 1997).

The women received antenatal care services either by visiting the health center or
any private health professional, even or in her home after identify the women in her
area. Therefore, the women received the services by any way, which mean the

accessibility for services and health care providers (Mishra, U.S. et al 1998).

The study which was done about the patient perception and satisfaction among
vitnamese born mothers shows that accessibility for health care services and health

care providers in pregnancy is affected by many factors, and the level of satisfaction



with health services is low because of poor availability and accessibility of health

services, poor communication, and consultation (Young, L. and Phung, H. 2000).

There is suffering from access to health services for women and children because
of considering gender, and disadvantage of women's positioning society that mean
equity absence, so the services must be access for all with actually adequate access

to health services without inequity (Nudmbe, P. 1999).

The number of women who receive antenatal care in India is still relatively low,
that about half of all pregnant women receive some antenatal care, this problems is
exit ed on the sides of demand and supply. The knowledge of the pregnant women
shows that the women are often unaware of the need for antenatal care services, and
the importance of receiving this care from early pregnancy. In addition, many
women are not aware that maternity care is available from female health workers.
The prophylaxis services as supplements services (iron and folic acid tablets) are
very low because of supply and demand problems. The low accessibility of ANC
appears through poor supplies, refused or discontinued using the tablets by the
women, the poor quality and effectiveness of the tablets. Moreover, low coverage
levels of services although the high maternal mortality. The numbers of deliveries
that take place in institutions or are attended by trained health care providers remain
low (Dr KKAggarwal, 2001).

The DISH project found that lack of providers at a health facility had a negative
impact on clients’ perception of quality. Since available providers were
overwhelmed this often leads to untrained providers delivering reproductive health

services which in most cases were poorly handled (DISH, 1999).



Dobson R, said there are two indicators for maternal mortality in developing
countries, access to maternity health services is the most important one, this can
achieved by the extent of access for rural women to treatment for complications and
the adequacy of transport in emergencies. This access to maternal health services
has a consistent and significant effect to reduce maternal mortality (Dobson R,
2003).

Navaneetham, K. and Dharmalingam, A. said that the range of reproductive,
socio-economic, cultural, program factors and the state and type of health service,
also differences in the implementation of maternal health care program and
differences in availability and accessibility between the states have a role in
utilization of maternal health care services. They said that there was significant
difference between rural and urban areas on antenatal care, that the health care
providers played multipurpose work in the rural areas to provide maternal health

care services (Navaneetham, K. and Dharmalingam, A. 2002).

2.9 Training and competence of health care providers

The health care providers showed themselves to be technically competent when
undertaking for the medical counseling and examination procedures. The clients are

particularly concerned about the qualifications and training of care providers.

Ashcroft B, and others said that there are shortage in midwifery staffing levels
and ineffective deployment of midwives, this considered an essential failings in the
system of care and are the basic of many work accidents. So the midwives are
fundamental components in the system of care, and the system cannot operate safely

and services cannot be effectively in case of shortage the number of midwives, or



ineffective deployment of midwives, and there are no opportunities for training and
updating (Ashcroft B, et al 2003).

The Quality of Reproductive Healthcare Study (DISH, 1999) shows that clients
often expected that the health care centers to have well qualified medical doctors and
laboratory technicians. Specifically, clients wanted the providers to be trained for
the proper examination, identify the problem and prescribe treatment. Many clients
felt that there is shortage with qualified staff and refused to be treated by the staff
that was “training-on-the-job.” Therefore, clients recommended that the health care
centers must have an adequate number of staff to satisfy demands, although one

trained provider can performing well (DISH, 1999).

Trained health care providers have an important role to play in reducing the
burden of smoking among women especially in primary care settings. Experts
concluded that brief cessation counseling provided by a trained provider and using
self-help materials increases rates of cessation among pregnant smokers (Ebrahim
SH. 2000).

A study about the women's opinions shows that the Cuban women have strong
opinions about the type of care that they prefer to receive, these opinions is that they
prefer the modern and technically care, and this care they trust. They show a strong
preference for being attended by health care providers with high skills. Even they
show that the distance to place -where the provider is present- is not important if
they can get this care. They feel that they can receive the attention they need. The
preferences of women according to their strong views are for skilled care provider
but there is no preference about the gender of the provider. They are looking for the

care provider who can look after them, and having chances to go in depth with every



patient, and who is well trained enough information to deal with their problems

(Nigenda, G. et. al. 2003).

2.10 Consultation on antenatal care

Consultation is a conference between two or more people to consider a particular
question; this refers to consultation with consumers in relation to developing health
information. Consumers are asked for the view of consultant that may or may not be
adopted by the consumers.

Bagshawe A and Taylor A said that The task of consultant is how to deal with the
stress of the situation as to define what has led to it, to find ways to open a clear
communication, and help the client to explore the correct action' that he aims to
clarify the needs of person. The frequency, duration, and focus of counseling vary
and will depend on the circumstances of the client (Bagshawe A, and Taylor A,
2003).

The study of "consultation patterns and provision of contraception in general
practice before teenage™ suggests that improving access to health education and
contraceptive services is seen as the principal way to reduce teenage pregnancy, the
teenagers refused to seek advice because of difficulty in gaining access and fears
about confidentiality. The study shows; that most of the pregnant teenagers do
access to general practice in the year before pregnancy, the pregnant teenagers have
higher consultation rates than the same age peers, and most of the difference is due
to consultation (Churchill, D. et al 2000).

A small number of women consulted a professional for advice or assistance

demonstrates the sensitive nature of the problems and confirms, that the women are



refused to talk about or asking for help in special problems, even if this consultation
might alleviate their problems. The health professionals must be able to give
appropriate advice to those women who do consult them for all problems either

antenatal or postnatal (Clarkson, J. et al 2001).

2.11 Communication and Interpersonal relation

The interpersonal relationship between a client and the health care provider is one
of the most important issues for client's assessment of antenatal care. The clients
prefer a care provider who gives a warm welcome, acts friendly, shows respect and
treats clients as a human being, is sympathetic, acts fair and does not discriminate,
communicates well in a language the client understands, pays attention to the client,
expresses or demonstrates a commitment to their work, assures clients of
confidentiality. The relationship between health care provider and client is a thin
one. The care provider has an opportunity to be extremely effective on a client
simply by the way he or she interacts with that person. Many people view health
care providers as a parent. Therefore, clients expect health care providers to behave

and act in a manner deserving such respect.

To be good communicator you must be good listener, it is the best start and
finding the right time to say the right words, by showing good understanding, and
rephrasing what is the need of clients lead to positive effect, and having a good
chance for communication, and understood their concerns. Also reflecting the feeling
and to be sympathy is one of the most active forms of listening, that lead to increases
the confidence, and there is interpersonal relation between the care provider and

client (Manallack, S 2003).



The full benefits of knowledge can be gained if the health care provider can
communicate this knowledge effectively and patients are able to use it in their
decisions about treatment and lifestyles. If the health care providers want to
communicate risk effectively to their patients, the health care providers are one
source of information and may not be longer the most trusted. Health care providers
can communicate risk information more effectively if they develop relationships
with their patients and if they take into account knowledge and perceptions of health
risks in the general public (Alaszewski, A. and Jones, T.H. 2003).

Client centered care requires providers to respect a clients’ view, encourage
clients to discuss their needs, and to provide the appropriate medical information to
the client and assist them in making decisions rather than telling them what to do

(Kim et. al. 2000).

Murira N, et al (2003) conducted a study to explore communication between
pregnant women and health care providers at an antenatal clinic in Zimbabwe. They
identified many forms of communication as impersonal, nonprivate, rigid,
uninformed and authoritative communications. These forms were as a result to
interaction between the pregnant women and the health care providers. The
communication styles at the antenatal clinic reflected the attitudes (Murira N, et al

2003).

The health care providers should have effective interpersonal skills that the
communication process must go by two ways to involve the health care providers
and women, using open questions, active listen, facilitate confidence and trust, good

observation and smell (Bennett, and Brown, 1999).



2.12 Interventions and policies to improve the antenatal care services

The policy interventions which help to improve access to care may differ
according to many causes such as people, health concerns, resources, nature of the
area, culture and health policy. Any intervention policy should be start by
assessment, so the first policy is to assess the local needs by preparing proposals, to
assess the training and managerial capacities, to provide training in delivery of
primary health and antenatal care, preparing sustainable program by community
participation, manage the health care needs of the community, technical assistance to
support existing units, to build required competencies by monitoring and supporting
the program and to assess program outcomes. Increase health awareness through
social marketing and communications campaign which will help to create
community awareness and determine demands for primary health care and provide

health education.

Tayal U, said to increase the access of ANC services, organizations should to
employ the health care providers from different ethnic group, and to allocate the
resources to maternity units which lead to good plan and implement change without

fear from shortage of staff (Tayal U, 2003).

Dish program in Uganda recommended that efforts to improve reproductive,
maternal and child health services should focus on both the public and the private
sector. To pay more attention to the private sector because of its big role in
providing reproductive, maternal and child health care services, and to provide
support to the private sector by systematic assessment and consultations that
conducted by government and donor communities which helps to establish entry

points for. To improve the quality of services and increase service utilization at



public facilities, many factors should be avoided as long waiting time, low drug
availability, bad service, accessibility of services and increase staff qualification.
Health education and increasing knowledge about quality of services and constitutes
good quality services which is the needs of clients should be provided to be widely

spread (DISH, 1999).
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3.1 Study design

The design of this study is a cross sectional design. This type of studies are
usually used for descriptive and assessment purposes. A cross sectional design is
used to examine groups of subjects in various stages of process at the same point of
time. This design is identifying the problem with the current situation, through
getting information at various points of the process (Burns and Grove, 1997).

The complicity of the cross sectional design is varies, that It may contains more than
two variables in a situation, the examined phenomenon’s overall picture can be
identified by the relationship among variables. It is carried at the same point of time,
the result of this study will be useful to provide an evaluation and appraisal about
the assessment of antenatal care services for managers and decision makers, and

verifying the perspective of the health care providers and the women.

3.2 Study population

The study population consists of all registered midwives, nurses and physicians
at the time of the study, who provide the services and were working at the clinics
which provide antenatal services in either MoH or UNRWA clinics. The second part
of the population are the pregnant women who receive these services during the
pregnancy period, met the study criteria and attended the antenatal care at the clinics
of the primary health care centers in Gaza Strip during the implementation of the

study.



3.3 Period of the study

The study was conducted in August 2003, after the researcher had approval form
the director general of the Ministry of Health and the manager of health programs in
UNRWA. Pilot study was conducted in February 17" 2004 and continued to

February 22" 2004. Data collection started at Marsh 2" 2004 to May 20™ 2004.

3.4 Study setting

The study was carried out at the primary health care centers in two sectors; the
first sector is UNRWA, which provide these services in 17 clinics and the other
sector is MoH which provides these services in 32 clinics. The study was conducted
at the antenatal care clinic services providers.

MoH and UNWRA clinics were purposively selected in this study because these
two sectors are the largest and the major health providers covering for these
services. It is worth noting that the various dimensions of antenatal care services that
the study intends to examine were available in both places. However the different
organizational culture and managerial system provided chance to compare and

contrast between factors that might contribute to the antenatal care quality.

3.5 Sample size

The UNRWA clinics that provide antenatal care services are 17 clinics and there
are 32 clinics for MoH (MoH, 2003). These clinics are distributed as the following
in the governorates of Gaza.

The clinics of UNRWA are distributing as the following; in Gaza north there are
three clinics, in Gaza city there are four clinics, while in the middle zone there are

five clinics, there are two clinics in KhanYounis and three clinics in Rafah. In the



other side, the Ministry of health clinics are distributed as the following {four,
thirteen, three, ten and two} in Gaza North, Gaza City, Mid-Zone, KhanYounis and
Rafah respectively. Table 1 shows the distribution of PHC clinics and the number of

pregnant women that attended antenatal care in each governorate in Gaza Strip.

Table 1: Distribution of PHC clinics and the number of pregnant women that

attended antenatal care in governorates of Gaza Strip.

Governorates N. of clinics N. of pregnant women
MOH UN MOH UN
GazaNorth 4 3 1603 5135
Gaza City 13 4 7028 8296
Mid-Zone 3 5 548 5584
KhanYounis 10 2 2889 4615
Rafah 2 3 1070 4204

The researcher used the statistical calculator of the Epi-Info to determine a
scientifically based sample; Given that the numbers of pregnant women were 40972
women and at 95% confidence level, 80% power and worst acceptable 75%. The
Epi-Info showed that the sample is about 244 subjects. The researcher increased the
sample size to be 255 subjects.

The distributions of the sample as shown in the following table, at the Gaza
North governorate the represented sample were 15 and 48 subjects for MoH and
UNRWA clinics respectively, in Gaza governorate the represented sample were 48
and 77 subjects for MoH and UNRWA clinics respectively, in KhanYounis

governorate the represented sample were 22 and 45 subjects for MoH and UNRWA



clinics respectively. Table 2 shows the distributions of the subjects of samples in

the chosen governorates.

Table 2: Distributions of the subjects of sample in the chosen governorates.

Governorates Number of subjects per clinics

MoH UN
Gaza North 15 48
Gaza City 48 77
KhanYounis 22 45

3.6 Sampling method

To ensure that the sample is represented to all the target population, the
researcher used a simple stratified sampling technique for the governorates. A
proportion sample is used to choose the largest three clinics of MoH and UNRWA
clinics in three governorates of the five governorates of Gaza Strip, these
governorates are Gaza north, Gaza city and KhanYounis, they provides services for
about 88% and 65% for pregnant women in MoH and UNRWA clinics respectively.
All the health care providers were the sample, their number was 52. Women were
selected randomly in each clinic, after they received the care, then women asked to

participate in filling the questionnaire.

3.7 Response rate

The number of the respondents was 241 subjects of 255 subjects of represented
sample, it distributed as 80 subjects for government clinics, 161 subjects for
UNRWA clinics. The number of unrespondents was 14 subjects, 5 subjects among

government clinics and 9 subjects among UNRWA clinics. The response rate of the



pregnant women was 94.5%. The response rate in governmental clinics was 94.1%
and the response rate in UNRWA clinics was 94.7%. All the health care providers

were the sample; the response rate was 100%.

3.8 Instrument of the study

A self-administered questionnaire is used for the care providers, as it has many
benefits. It saved time, standardizing administration of the questionnaire for all
respondents, less costly, require less energy in administration, self-administered
questionnaire provides the subject with opportunity to complete the questionnaire
adequately and minimize as much as possible missing information.
An exit interview questionnaire is used for the pregnant women after they finished
their visit and receiving the services at the clinic. Through these interviews another
questionnaire is administered by the researcher or the assistants. This questionnaire
is not filling as the first questionnaire; this questionnaire is used by the researcher or
the assistants. The researcher or the assistants meet the women after they received
the care, and then asked them the questions about the services and filled the answers
to the questionnaire.

This questionnaire is used for its benefits as; saving time, less costly, require less
energy in administration, completing the questionnaire adequately and minimizing

as much as possible missing information.

3.9 Questionnaire design
A self administered questionnaire and exit interview questionnaire was used in
this study. The self-administered questionnaire is used for the care providers, while

the exit interview administered questionnaire is used for the women that filled by the



researcher or the assistants. The questions are asked by the researcher or the
assistants while they filled the questionnaire through the answers and the responses
of the interviewed women, it develops solid base data; the researcher had a little
involvement that the assistants were filling the questionnaire after the women

receive the care directly. This approach saved time, the recall bias is excluded.

3.10 Ethical consideration

An official letter of approval to conduct the research was obtained from the
Helsinki Committee, that the researcher maintained throughout the research an
adherence and commitment to the ethical principals developed by Helsinki
Declaration (Annex 1).  Permission letters from both General Director of Ministry
of Health and the UNWRA Chief Field Health Programme in Gaza were obtained to
conduct the study at PHC clinics (Annexes 2 & 3).

Explanatory letter for all participants was given when they demonstrated a
willingness to participate. Explanations were given to participants before filling the
questionnaire that to maintain participant’s rights, confidentiality and anonymity
was ensured. The subject agrees voluntarily to share and the researcher did not

asked for identifying information.

3.11 Piloting

The instrument was piloted before starting data collecting, it was considered as a
pre-test using a sample of 15 pregnant women and 7 of health care providers. The
pilot was done at middle governorate, the pilot study was conducted in the largest
clinic in both MoH and UNRWA clinics, all health care providers in the two clinics

participated, the pregnant women were selected randomly in each clinic, after they



received the care, then women asked to participate in filling the questionnaire. The
sample was about 6.5% of total sample. All of the participants were received clear
explanation about the study, purposes and flexibility to refuse participation.

This piloting study is wuseful in estimating the construction of the
questionnaire, adequacy of responses, validity and suitability of questionnaires as
well as areas that need modifications. Result from the piloting pointed that the
questionnaire would provide the needed data to meet the purpose of the study. The

pilot subjects were excluded from the study sample.

3.12 Data collection

The data was collected by the researcher and 6 assistants. The assistants are
professionals, they are nurses. There was training and preparing well on how to
approach and interview the women in the same way as the researcher for the
assistants. The researcher goes with the assistants for the first time, and then he
filled the questionnaire as a practice to the assistants as follows: the pregnant women
gave their consent; explanation was given for them, then the filling of the
questionnaire through the interview after receiving the antenatal care and to express
their perception. The self-administered questionnaires were given to the care
providers, after providing explanation and asked them to complete those
questionnaires. The researcher and the assistants collected the questionnaires after
the completion and the researcher looked over the completed questionnaires to

ensure the completion of information.



3.13 Data entry

Data entry was done by using data entry model using the Computer Software
Statistical Package for Social Science (SPSS). The coded questionnaire was entered
onto the computer by the researcher with the help of the supervisor.
Recoding of the data was done for all uncategorized variables, data cleaning was
done by checking out all the entered questionnaires and a random selected of

numbers of the questionnaires and reviewing the frequencies tables for all variables.

3.14 Data analysis

Data analysis process was started when the researcher received guidance from the
supervisor, cross tabulation were conducted for the study variables. After tested the
validity and reliability of the instruments the data analysis started, data analysis for
sociodemographic and other personal variables was done firstly then followed by
analysis for factors and sub-scale dimensions associated with antenatal care services.
Chi-square used to examine the potential relationship between the different

variables.

3.15 Validity and Reliability

Content validity was conducted before data collection by the help of experts to
ensure relevance, clarity, and completeness of the questionnaires. The researcher
sent the designed questionnaires with covering letter and paper of key for experts
purposes, and objectives and other relevant information. The researcher sent to 13
experts from different backgrounds including researchers, mangers, experts in MCH

field, nurses and experts in social science to estimate relevance, clarity, and



completeness of each item in the questionnaires. Minor modifications were

considered with the help of the supervisor and some were omitted.

3.16 Eligibility criteria

3.16.1 Inclusion criteria
The eligible women to be included in the study were all pregnant women
registered, attended and received antenatal care services at governmental and

UNRWA clinics during the implementation of the study.

3.16.2 Exclusion criteria
All pregnant women whom came with emergency cases of pregnancy,
pregnant woman who is not resident in Gaza Strip and want to receive care, woman
who is come to receive the antenatal care services out the time of providing the

care.

3.17 Limitation of the study

e Limitation of educational and financial resources.

e Limitation of time.

e Pregnant women with a previous medical problem that may influence their
perspective on care.

e The political and socio-economic situation made it difficulties to conduct the

study in different location.
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Results and Analysis

This chapter presents the result of statistical analysis of the data and the
characteristic and distribution of the respondents. In addition, the chapter presents
some statistical tests to explore the relationship between the different variables as
organizational and personal characteristics, such as age, residency place, marital
status, job of participants, years of education, years of experience, monthly income,
attended continuous education programs and many other factors with antenatal care

services.

4.1 Distribution of health care providers by sociodemographic characteristics
Table 3 shows the distribution of health care providers by sociodemographic
variables were as the following, the represented sample of health care providers
were 52 subjects distributed as 13 subjects with percent 25% of total sample for
government clinics, and 39 subjects with percent 75% of total sample for UNRWA
clinics.
The distributions of respondent subjects by age groups were represented in three
groups. Firstly (34 years and less), their number was 15 subjects and represented
28.8% of total respondent, 4 subjects (30.8%) and 11 subjects (28.8%) represent the
government and UNRWA clinics respectively. The second from (35 to 40 years)
and their number was 23 subjects represented (44.2%) of total respondent, 7 subjects
(53.8%) and 16 subjects (41%) represent the government and UNRWA clinics
respectively. The third group from (41 years and more), their number was 14
subjects represented (27%) of total respondent, 2 subjects (15.4%) and 12 subjects

(30.8%) represent the government and UNRWA clinics respectively.



The majority of the study population were married and represented (90.4%), it
were (76.9%) and (94.8%) in the government and UNRWA clinics respectively.
Single category represented (5.8%) of respondents; it represented (15.4%) and
(2.6%) in the government and UNRWA clinics respectively. The third category
either divorced or widows represented 3.8% of respondents, it represented (7.7%)
and (2.6%) in the government and UNRWA clinics respectively.

The distributions of subjects by job were as; the majority of the sample was
midwife, they were more in UNRWA than those in government, they represented
(46.2%) of the total respondents, their represents (23.1%) of government subjects
and (53.8%) of UNRWA subjects. Nurse and midwife was the second category that
their number was 12 subjects represented (23.1%) of the total respondents; also, it
represented (23.1%) of both government and UNRWA subjects. Registered nurse
and physician represented (15.4%) and their numbers were 8 subjects for both. In
government clinics, they represented (30.8%) for registered nurse and (23.1%) for
physician, while in UNRWA clinics they (10.3%) for registered nurse and (23.1%)
for physician. Registered nurses were more in governmental clinics.

Places of residency are the same in all governorates of Gaza provenance; that it
contains the cities, villages and camps. Distributions of the majority of subjects
were live in city; their number was 26 subjects represented (51%) of total
respondents, (46.2%) and (52.6%) represented the distributions of the subjects in
both government and UNRWA clinics respectively. 20 Subjects were live in camp
represented (39.2%) of total respondents, the distribution of subjects for government
and UNRWA clinics were (38.5%) and (39.5%) respectively. Live in village was
represented (9.8%) of total respondents, (15.4%) and (7.9%) represented the

distribution for both government and UNRWA clinics respectively.



Table 3: Distribution of health care providers by sociodemographic

characteristics

Characteristics Government UNRWA Total

No. % No. % No. %
Total 13 100 39 100 52 100
Age
34yearsandless 4 30.8 11 28.2 15 28.8
35-40 years 7 53.8 16 41 23 44.2
41 years + 2 154 12 30.8 14 27
Marital status
Single 2 15.4 1 2.6 3 5.8
Married 10 76.9 37 94.8 47 90.4
Other 1 1.7 1 2.6 2 3.8
Job
Registered Nurse 4 30.8 4 10.3 8 15.4
Midwife 3 23.1 21 53.8 24 46.2
Physician 3 23.1 5 12.8 8 154
Nurse and 3 23.1 9 23.1 12 23
Midwife
Residency
City 6 46.2 20 52.6 26 51
Village 2 15.4 3 7.9 5 9.8
Camp 5 38.5 15 39.5 20 39.2



Table 4 shows the characteristics and distributions of the health care providers by
characteristics that reflect the education level, experience years in the current work
and qualification.

As shown by table 4 the majority of the subjects had (2years) education, their
number 26 subjects represented 50% of the total respondents, the distribution in
clinics shows that 46.2% and 51.3% represented the government and UNRWA
clinics respectively. There were 16 subjects with (3 to 5 years) education
represented 30.8% of total respondents, the distribution in clinics shows that 38.5%
and 28.2% represented the government and UNRWA clinics respectively. (6 years
and more) category; their number 10 subjects represented 19.2% of total
respondents, the distribution in clinics shows that 15.4% and 20.5% represented the
government and UNRWA clinics respectively.

The distribution of health care providers by experience years in the current work
were represented in three categories, the first category (7 years and less); their
number 20 subjects represented 38.5% of total respondents, in government and
UNRWA clinics, the distribution represented 69.2% and 28.2% in both respectively.
The second category (8 to 14 years); their number 18 subjects represented 34.6% of
total respondents, in government and UNRWA clinics, the distribution represented
23.1% and 38.5% in both respectively, the third category (15 years and more); their
number 14 subjects represented 26.9% of total respondents, in government and
UNRWA clinics, the distribution represented 7.7% and 33.3% in both respectively.
The distribution of health care providers by qualification were represented in four
categories, the first category practical diploma; their number 12 subjects represented
23.1% of total respondents, the distribution represented 30.8% and 20.5% in both

government and UNRWA clinics respectively. The second category registered



diploma degree, their number 22 subjects represented 42.3% of total respondents, in

government and UNRWA clinics, the distribution represented 23.1% and 48.7% in

both respectively, the third category bachelor; their number 14 subjects represented

26.9% of total respondents, in government and UNRWA clinics, the distribution

represented 38.5% and 23.1% in both respectively. The fourth category others (post

graduated degree); their number 4 subjects represented 7.7% of total respondents,

the distribution represented 7.7% in both government and UNRWA clinics.

Table 4: Distribution of health care providers by education and work

experience.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 13 100 39 100 52 100
Education Level
2 years 6 46.2 20 51.3 26 50
3-5 years 5 38.5 11 28.2 16 30.8
Gyears + 2 15.4 8 20.5 10 19.2
Experience Years in the current work
7yearsand Less 9 69.2 11 28.2 20 38.5
8-14 years 3 23.1 15 38.5 18 34.6
15 years + 1 1.7 13 33.3 14 26.9
Qualification
Practical diploma 4 30.8 8 20.5 12 23.1
Registered 3 23.1 19 48.7 22 42.3
diploma degree
Bachelor degree 5 38.5 9 23.1 14 26.9
Others (post 1 7.7 3 7.7 4 7.7

graduated
degree)




Table 5 shows the characteristics and distributions of the health care providers by
characteristics that reflect the antenatal training and the duration of training, post
graduated degree and work years post graduated.

As shown by table 5 the majority of the subjects had post graduated degree
(specialist), represented 69.2% of the total respondents, the distribution in clinics
shows that post graduation specialist training was higher in UNRWA than in
government with percent 46.2% and 76.9% represented the government and
UNRWA clinics respectively. There were 16 subjects had no post graduated degree
represented 30.8% of total respondents, the distribution in the clinics shows that
53.8% and 23.1% represented the government and UNRWA clinics respectively.
The distribution of health care providers by number of work years after
specialization were represented by four categories; the first category, the group with
no specialist, represented 37.5% of total respondents, the distribution in the clinics
shows that health care providers with no specialist were higher in government with
percent 69.2% and 25.7% represented the government and UNRWA clinics
respectively. The second category, the group with (1 to 7 work years) after
specialization, their number 11 subjects represented 22.9% of total respondents, the
distribution in the clinics shows that 23.1% and 22.9% represented the government
and UNRWA clinics respectively. The third category, the group with (8 to 12 work
years) after specialization, represented 20.8% of total respondents, the distribution in
the clinics shows that 7.7% and 25.7% represented the government and UNRWA
clinics respectively. The fourth category, the group (13 and more work years) after
specialization, represented 18.8% of total respondents, the distribution in the clinics

shows that there was no group 13 and more work years post specialist in the



government clinics, and 25.7% represented UNRWA clinics. The last two
categories were higher in UNRWA.

The distribution of health care providers by antenatal care training were
represented by 2 categories; the first group with antenatal care training, their number
were 36 subjects represented 69.2% of total respondents, the distribution in the
government and UNRWA clinics were represented by 76.9% and 66.7%
respectively. The second group with antenatal care training, their number was 16
subjects represented 30.8% of total respondents, the distribution in the government
and UNRWA clinics were represented by 23.1% and 33.3% respectively.

The distribution of health care providers by duration of training were represented

by four categories; the first group, no antenatal care training, their number were 16
subjects represented 32% of total respondents, the distribution in the government
and UNRWA clinics were represented by 25% and 34% respectively.
The second group, (less than 1 month) training, their number were 15 subjects
represented 30% of total respondents, the distribution in the government and
UNRWA clinics were represented by 41.7% and 26.3% respectively. The third
group, (1-3 months) training, their number were 10 subjects represented 20% of total
respondents, the distribution in the government and UNRWA clinics were
represented by 25% and (18.4%) respectively. The fourth group, (more than 3
months), their number were 9 subjects represented 18% of total respondents, the
distribution in the government and UNRWA clinics were represented by 8.3% and
21.1% respectively.

The distribution of health care providers by date of last training were represented

by four categories; the first group, no antenatal care training, their number were 16



subjects represented 34% of total respondents, the distribution in the government
and UNRWA clinics were represented by 30% and 35.2% respectively.

The second group, training through the years (1986 to 2002), their number was 9
subjects represented 19.1% of total respondents, the distribution in the government
and UNRWA clinics were represented by 30% and 16.2% respectively. The third
group, training during the year (2003), their number was 13 subjects represented
27.8% of total respondents, the distribution in the government and UNRWA clinics
were represented by 40% and 24.3% respectively. The fourth group, training during
the year (2004) till the collection of data, their number was 9 subjects represented
19.1% of total respondents, the distribution in the government and UNRWA clinics
were represented by no distribution in this group for government clinics and 24.3%

for UNRWA clinics.



Table 5: Distribution of the health care providers by specialist, work years

after specialization, antenatal training, duration of training, date of last

training.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 13 100 39 100 52 100
Specialist
Yes 6 46.2 30 76.9 36 69.2
No 7 53.8 9 23.1 16 30.8

Work years after specialization

No specialist 9 69.2 9 25.7 18 37.5
1- 7 years 3 23.1 8 22.9 11 22.9
8-12 years 1 7.7 9 25.7 10 20.8
13 years + - - 9 25.7 9 18.8
Antenatal care training

Yes 10 76.9 26 66.7 36 69.2
No 3 23.1 13 33.3 16 30.8
Training duration

No training 3 25 13 34.2 16 32
Less 1 month 5 41.7 10 26.3 15 30
1-3 months 3 25 7 18.4 10 20
More 3 months 1 8.3 8 21.1 9 18
Date of last training

No training 3 30 13 35.2 16 34
Years 1986-2002 3 30 6 16.2 9 19.1
Year 2003 4 40 9 24.3 13 27.8

Year 2004 - - 9 24.3 9 19.1



4.2 Distribution of the pregnant women by sociodemographic characteristics.

Table 6 shows the distribution of pregnant women by sociodemographic
variables were as the following, the represented sample of health care providers
were 241 subjects distributed as 80 subjects with percent 33.2% of total sample for
government clinics, and 161 subjects with percent 66.8% of total sample for
UNRWA clinics.

The distributions of pregnant women by age groups were represented in three
groups. Firstly (22 years and less), their number was 73 subjects and represented
30.3% of total respondent, the distribution in the government and UNRWA clinics
were represented by 26 subjects 32.5% and 47 subjects 29.2% represent the
government and UNRWA clinics respectively. The second group from (23 to 30
years) and their number was 104 subjects represented 43.2% of total pregnant
women, the distribution in the government and UNRWA clinics were represented by
32 subjects 40% and 72 subjects 44.7% represent the government and UNRWA
clinics respectively. The third group from 31 years and more, their number was 64
subjects represented 26.6% of total respondent, the distribution in the government
and UNRWA clinics were represented by 22 subjects 27.5% and 42 subjects 26.1%
represent the government and UNRWA clinics respectively.

The majority of the pregnant women was housewife and represented 91.7%, the
distribution in the government and UNRWA clinics were represented by 95% and
90.1% in the government and UNRWA clinics respectively. Employee category
represented 5.4% of total respondents, the distributions in the government and
UNRWA clinics were represented by 2.5% and 6.8% in the government and
UNRWA clinics respectively. The third category either student or any job else

represented by 2.9% of total respondents, the distribution in the government and



UNRWA clinics were represented by (2.5%) and (3.1%) in the government and
UNRWA clinics respectively.

As shown in table 6 the distribution of the pregnant women by education level,
were represented by three categories; the first group (0 to 6 years) education their
number (22) subjects represented (9.1%) of the total respondents, the distribution in
government and UNRWA clinics shows that (10%) and (8.7%) represented the
government and UNRWA clinics respectively. The second group (7 to 12 years)
were represented (66.8%) of total respondents, the distribution in government and
UNRWA clinics shows that (78.8%) and (60.9%) represented the government and
UNRWA clinics respectively. (13 years and more) category; were represented by
(24.1%) of total respondents, the distribution in government and UNRWA clinics
shows that (11.3%) and (30.4%) represented the government and UNRWA clinics
respectively.

Places of residency are the same in all governorates of Gaza Strip; that it contains
the cities, villages and camps. Distributions of the majority of subjects were live in
city; their number was (134) subjects represented (55.6%) of total respondents, the
distributions in the government and UNRWA clinics were represented by (82.5%)
and (42.2%) represented the distributions of the subjects in both government and
UNRWA clinics respectively. The second group, live in camp were represented by
(25.3%) of total respondents, the distributions in the government and UNRWA
clinics were represented by (3.8%) and (36%) represented the distribution for both
government and UNRWA clinics respectively. Live in village was represented by
(19.1%) of total respondents, the distributions in the government and UNRWA
clinics were represented by (13.8%) and (21.7%) represented the distribution for

both government and UNRWA clinics respectively.



The distribution of the respondent subjects by monthly income, were represented
by four categories; the first category (less than 200 US$) were represented by
(25.2%) of the total respondents, the distribution in government and UNRWA
clinics shows that (27.3%) and (24.2%) represented the government and UNRWA
clinics respectively. The second category (200 — 300 US$) were represented
(35.5%) of total respondents, the distribution in government and UNRWA clinics
shows that (44.2%) and (31.2%) represented the government and UNRWA clinics
respectively. The third category (301US$ to 400 USS); were represented by
(20.9%) of total respondents, the distribution in government and UNRWA clinics
shows that (14.3%) and (24.2%) represented the government and UNRWA clinics
respectively. The fourth category (more than 400 US$) were represented by
(18.4%) of the total respondents, the distribution in government and UNRWA
clinics shows that (14.3%) and (20.4%) represented the government and UNRWA

clinics respectively.



Table 6: Distribution of the pregnant women by sociodemographic and

education.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 80 100 161 100 241 100
Age
22 years and less 26 32.5 47 29.2 73 30.3
23-30 years 32 40 72 44.7 104 43.2
31 years + 22 27.5 42 26.1 64 26.6
Job
House wife 76 95 145 90.1 221 91.7
Employee 2 2.5 11 6.8 13 5.4
Others 2 2.5 5 3.1 7 2.9
Education level
0—6 years 8 10 14 8.7 22 9.1
7 —12 years 63 78.8 98 60.9 161 66.8
13 years + 9 11.3 49 30.4 58 24.1
Residency
City 66 82.5 68 42.2 134 55.6
Village 11 13.8 35 21.7 46 19.1
Camp 3 3.8 58 36 61 25.3
Monthly income
Less than 200 21 27.3 38 24.2 59 25.2
USS$
200-300 US$ 34 44.2 49 31.2 83 355
301-400 US$ 11 14.3 38 24.2 49 20.9
More than 400 11 14.3 32 20.4 43 18.4

US$



Table 7 shows that; the distribution of the respondent subjects (pregnant women)
by husband's job, were represented by four categories; the first category, not
employee were represented by (9.5%) of the total respondents, the distribution in
government and UNRWA clinics were represented by (8.8%) and (9.9%)
represented the government and UNRWA clinics respectively. The second category
worker, were represented (32.4%) of total respondents, the distribution in
government and UNRWA clinics shows that (41.3%) and (28%) represented the
government and UNRWA clinics respectively. The third category employee, were
represented by (41.4%) of total respondents, the distribution in government and
UNRWA clinics shows that (31.3%) and (46%) represented the government and
UNRWA clinics respectively. The fourth category others (Private business), were
represented by (17%) of the total respondents, the distribution in government and
UNRWA clinics shows that (15%) and (16.1%) represented the government and
UNRWA clinics respectively.

The distribution of the respondent subjects (pregnant women) by husband's
education years, were represented by three categories; the first group (0 to 6 years)
education their number (38) subjects represented (15.8%) of the total respondents,
the distribution in government and UNRWA clinics were represented by (21.3%)
and (13%) represented the government and UNRWA clinics respectively. The
second group (7 to 12 years) were represented (44.4%) of total respondents, the
distribution in government and UNRWA clinics were represented by (48.5%) and
(42.9%) represented the government and UNRWA clinics respectively. (13 years
and more) category; were represented by (39.8%) of total respondents, the
distribution in government and UNRWA clinics were represented by (31.3%) and

(44.1%) represented the government and UNRWA clinics respectively.



Table 7: Distribution of the study population by education and job of women's

husband.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 80 100 161 100 241 100
Husband's job
Employee 25 31.3 74 46 99 41.1
Worker 33 41.3 45 28 78 32.4
Not Employee 7 8.8 16 9.9 23 9.5
Others (Private 15 18.8 26 16.1 41 17

business)

Husband's education years

0—6 years 17 21.3 21 13 38 15.8
7 —12 years 38 47.5 69 42.9 107 44.4
13 years + 25 31.3 71 44.1 96 39.8

4.2.1 Maternity Health

Table 8 shows that; the distribution of the respondent subjects by maternity
health, number of labors were represented by three categories; the first group (1
labor and less) were represented by (39.4%) of the total respondents, the distribution
in government and UNRWA clinics were represented by (41.3%) and (38.5%)
represented the government and UNRWA clinics respectively. The second group (2
-4 labor) were represented by (35.3%) of total respondents, the distribution in
government and UNRWA clinics were represented by (32.5%) and (36.6%)
represented the government and UNRWA clinics respectively. (5 labor and more)

category; were represented by (25.3%) of total respondents, the distribution in



government and UNRWA clinics were represented by (26.3%) and (24.8%)
represented the government and UNRWA clinics respectively.

The distribution of the respondent subjects by number of pregnancies, were
represented by three categories; the first group (2 pregnancies and less) were
represented by (37.3%) of the total respondents, the distribution in government and
UNRWA clinics were represented by (37.5%) and (37.3%) represented the
government and UNRWA clinics respectively. The second group (3 -6 pregnancies)
were represented by (39%) of total respondents, the distribution in government and
UNRWA clinics were represented by (36.3%) and (40.4%) represented the
government and UNRWA clinics respectively. (7 pregnancies and more) category;
were represented by (23.7%) of total respondents, the distribution in government
and UNRWA clinics were represented by (26.3%) and (22.4%) represented the
government and UNRWA clinics respectively.

The distribution of the respondent subjects by duration of pregnancy, were
represented by three categories; the first group (1 to 4 months) were represented by
(27.4%) of the total respondents, the distribution in government and UNRWA
clinics were represented by (35%) and (23.6%) represented the government and
UNRWA clinics respectively. The second group (5 -6 months) were represented by
(32%) of total respondents, the distribution in government and UNRWA clinics
were represented by (27.5%) and (34.2%) represented the government and UNRWA
clinics respectively. (7 to 9 months) category; were represented by (40.7%) of total
respondents, the distribution in government and UNRWA clinics were represented
by (37.5%) and (42.2%) represented the government and UNRWA clinics

respectively.



The distribution of the respondent subjects by number of antenatal visits, were
represented by three categories; the first group (2 visits and less) were represented
by (40.7%) of the total respondents, the distribution in government and UNRWA
clinics were represented by (42.5%) and (39.8%) represented the government and
UNRWA clinics respectively. The second group (3-5 visits) were represented by
(38.6%) of total respondents, the distribution in government and UNRWA clinics
were represented by (36.3%) and (39.8%) represented the government and UNRWA
clinics respectively. The category (6 visits and more); were represented by (20.7%)
of total respondents, the distribution in government and UNRWA clinics were
represented by (21.3%) and (20.5%) represented the government and UNRWA

clinics respectively.



Table 8: Distribution of the study population (participating women) by

maternity health

Characteristics Government UNRWA Total
No. % No. % No. %
Total 80 100 161 100 241 100

Number of labor

1 labor and less 33 41.3 62 38.5 95 394
2 -4 labor 26 325 59 36.6 85 35.3
5 labor + 21 26.3 40 24.8 61 25.3

Number of pregnancies

2 pregnancies 30 37.5 60 37.3 90 37.3
and less

3 -6 pregnancies 29 36.3 65 404 9 39

7 pregnancies + 21 26.3 36 22.4 57 23.7

Duration of pregnancy

1 -4 months 28 35 38 23.6 66 27.4
5 — 6 months 22 275 55 34.2 77 32
7 — 9 months 30 375 68 42.2 98 40.7

Number of antenatal visits

2 visits and less 34 425 64 39.8 98 40.7
3 — 5 visits 29 36.3 64 39.8 93 38.6
6 Vvisits + 17 21.3 33 20.5 50 20.7




4.2.2 Antenatal care visits schedule

Table 9 shows the perspective of health care providers to antenatal visits schedule
included three items (number of antenatal visits, opinion on number of antenatal
visits, duration between antenatal visits). The first, number of antenatal visits; the
health care providers in governmental primary health centers were showing the
number of antenatal visits (9 visits and less) more than those in the UNWRA
primary health centers with percent 72.7% and 34.2% respectively, and (10 to 11
visits) 50% in UNWRA primary health centers, and (12 visits and more) 27.3% and
15.8% respectively. The difference between the two groups reach a statistical
significant level (P=0.01).

The second opinion on number of antenatal visits; the health care providers in
UNWRA primary health centers experienced many number of antenatal visits than
those in the governmental primary health centers with percent 23.1% and 8.3%
respectively. The difference between the two groups did not reach a statistical
significant level (P=0.26).

About the duration between antenatal visits the health care providers in both
UNRWA and government primary health centers experienced good duration
between antenatal visits with percent 92.3% and 91.7% respectively.

The perspective of pregnant women on antenatal care visits schedule is seeing in
table 10; included three items (satisfaction with number of antenatal visits, opinion
on number of antenatal visits, duration between antenatal visits).

Satisfaction with number of antenatal visits; the women who received antenatal
services in the UNRWA and the governmental clinics experienced good number of
antenatal visits with percent 87.6% and 87.5% respectively. The second, opinion on

number of antenatal visits; the women who received antenatal services in the



UNRWA and the governmental clinics experienced good number of antenatal visits
with percent 91.3% and 91.3% respectively.

The third, duration between antenatal visits; the women who received antenatal
services in the UNRWA and the governmental clinics experienced good number of
antenatal visits with percent 85% and 78.8% respectively. 10% of women attending
health services in both UNRWA and government experienced so long duration

between antenatal visits.

Table 9: Antenatal care visits schedule with respect to perspective of care

providers.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 13 100 39 100 52 100

Number of antenatal visits

9 visits and less 8 72.7 13 34.2 21 42.8
10 to 11 visits - - 19 50 19 38.8
12 visits and + 3 27.3 6 15.8 9 18.4

Opinion on number of antenatal visits

Many 1 8.3 9 23.1 10 19.6
Good 11 91.7 30 76.9 4 80.4

Spacing between antenatal visits
Long duration 1 8.3 3 7.7 4 7.8

Good duration 11 91.7 36 92.3 47 92.2



Table 10:  Antenatal care visits schedule with respect to perspective of

pregnant women.
Characteristics Government UNRWA Total

No. % No. % No. %
Total 80 100 161 100 241 100
Satisfaction with number of antenatal care visits
Increase number 4 5 7 4.3 11 4.6
of visits
Good number of 70 87.5 141 87.6 211 87.6
visits
Decrease number - - 3 1.9 3 1.2
of visits
Do not knew 6 75 10 6.2 16 6.6
Opinion on number of antenatal care visits
Many 1 1.3 3 19 4 1.7
Good 73 91.3 146 91.3 219 91.3
little 2 25 3 1.9 5 2.1
Do not knew 4 5 8 5 12 5
Spacing between antenatal care visits
So long duration 8 10 16 10 24 10
Good duration 63 78.8 136 85 199 82.9
Short duration 4 5 6 3.8 10 4.2
Do not knew 5 6.3 2 1.3 7 29



4.3 Analysis for factors and sub-scale dimensions associated with antenatal
care services

The researcher conducted six dimensions as a factor analysis, these factors
labeled as accessibility to antenatal services, qualification and training of care
provider, competence of care providers, consultation, interpersonal relation needs
and availability of medication and equipment. These factors emerged from the

results of the questionnaire of the care providers.

4.3.1 Accessibility to antenatal services

Table 11 shows the accessibility to antenatal services dimension with respect to
perspective of health care providers included four items (previous appointment
system, women received care at any time, perfect time to provide care and waiting
time). Previous appointment system; the health care providers in UNWRA primary
health centers agree the presence of previous appointment system than those in the
governmental primary health centers with percent 94.9% and 53.8% respectively
and those who disagree 5.1% and 46.2% respectively. The difference between the
two groups reach a statistical significant level (P=0.00).

Women received care at any time; the health care providers in UNWRA primary
health centers agree that women received care at any time of work than those in the
governmental primary health centers with percent 94.9% and 84.6% respectively
and those who disagree 5.1% and 15.4% respectively. The difference between the
two groups did not reach a statistical significant level (P=0.29).

Perfect time to provide care; the health care providers in UNWRA primary health
centers agree the presence of perfect time to provide care than those in the

governmental primary health centers with percent 71.1% and 46.2% respectively



and those who disagree 28.9% and 53.8% respectively. The difference between the
two groups did not reach a statistical significant level (P=0.10).

Waiting time to receive services; the health care providers in governmental

Characteristics Government UNRWA Total P-
value

primary health centers said that the women spending waiting time less than those in
the UNWRA primary health centers with percent 66.7% and 20.5% for waiting time
less than one hour respectively, waiting time 1 to 1.5 hours with percent 25% and
56.4% respectively and waiting time more than 1.5 hours with percent 8.3% and
23.1% respectively. The difference between the two groups reach a statistical
significant level (P=0.01).

Number of care provider is enough to provide care; the health care providers in
the governmental primary health centers said that number of care provider is enough
to provide care than those in the UNWRA primary health centers with percent
38.5% and 35.9% respectively, and those who said no 61.5% and 64.1%
respectively, any how this difference did not reach a statistical significant level

(P=0.86).



No. % No. % No. %
Total 13 100 39 100 52 100
Previous appointment system
0.00
Yes 7 53.8 37 94.9 44 84.6
No 6 46.2 2 51 8 15.6
Women received care at any time of work
0.23
Yes 11 84.6 37 94.9 48 92.3
No 2 15.4 2 5.1 4 1.7
Perfect time to provide care
0.10
Yes 6 46.2 27 71.1 33 64.7
No 7 53.8 11 28.9 18 35.3
Waiting time 0.01
Less than 1 hour 8 66.7 8 20.5 16 314
1 hour to 15 3 25 22 56.4 25 49
hours
More than 15 1 8.3 9 23.1 10 19.6
hours
Number of health care providers is enough to provide care 0.87
Yes 5 38.5 14 35.9 19 36.5
No 8 61.5 25 64.1 33 63.5

Table 11: Accessibility to antenatal services with respect to perspective of care

providers.

The perspective of women on accessibility to antenatal services is seeing in table

12; which shows five items (previous appointment system, women received care at



any time, perfect time to provide care, waiting time and number of care provider is
enough to provide care).

Previous appointment system; the pregnant women who received antenatal
services in the UNRWA clinics agree on presence of previous appointment system
than those received antenatal services in the governmental clinics with percent
92.5% and 73.1% respectively, this difference reach a statistical significant level
(P=0.00). Pregnant women received care at any time of work; the women who
received antenatal services in the governmental clinics agree that women received
care at any time of work than those received antenatal services in the UNRWA
clinics with percent 73.4% and 67.5% respectively, the difference did not reach a
statistical significant level (P=0. 35).

Perfect time to provide care; the pregnant women who received antenatal services
in the governmental primary health centers experienced that there is perfect time to
provide care than those who received antenatal services in UNRWA primary health
centers with percent 80.8% and 78% respectively, the difference did not reach a
statistical significant level (P=0.62).

Waiting time to receive services; the pregnant women attending UNRWA
antenatal services experienced "less than one hour waiting time" less than those
attending governmental health services with percent 30.6% and 20% respectively,
while the women attending governmental antenatal services experienced longer
waiting time 1 to 1.5 hours than those attending UNRWA health services with
percent 43.8% and 35.6% respectively and the women attending governmental
antenatal services experienced longer waiting time more than 1.5 hours than those
attending UNRWA health services with percent 36.3% and 33.8% respectively, any

how this difference did not reach a statistical significant level (P=0.19).



Number of care provider is enough to provide care; the pregnant women who
received antenatal services in the governmental primary health centers experienced

that number of care provider is enough to provide care than those received antenatal

Characteristics Government UNRWA Total P-
value

services in the UNWRA primary health centers with percent 62.5% and 41.3%

respectively, the difference reach a statistical significant level (P=0.00).

4.3.1.1 Opinion and Satisfaction on waiting time

Table 13 shows that women attending UNRWA antenatal services reported long
duration waiting time more than those attending governmental health services with
percent 57.1% and 32.5% respectively with total 49%, while the women attending
governmental antenatal services experienced good duration waiting time more than
those attending UNRWA health services with percent 58.8% and 37.3% respectively
with total 44%, and the women attending governmental antenatal services
experienced short duration waiting time less than those attending UNRWA health
services with percent 3.8% and 5.6% respectively with total 5%, any how this
difference reach a statistical significant level (P=0.00).

The women attending UNRWA antenatal services were less satisfied with
waiting time than those attending governmental health services with percent 48.4%
and 62.5% respectively with total 53.1%, while the women attending governmental
antenatal services were unsatisfied with waiting time more than those attending
UNRWA health services with percent 37.5% and 51.6% respectively with total

46.9%, any how this difference reach a statistical significant level (P=0.04).

Table 12: Accessibility of antenatal services with respect to perspective of



No. % No. % No. %

Total 80 100 161 100 241 100
Previous appointment system

0.00
Eﬁsaracteristics tEovernmeﬁ'1 1&&1 RWA 925 20Potal 862 P-
No 21 26.9 12 75 33  13g value
Women received care at any time of work

0.35
Yes 58 73.4 106 67.5 164 69.5
No 21 26.6 51 325 72 30.5
Perfect time to provide care

0.62
Yes 63 80.8 124 78 187 78.9
No 15 19.2 35 22 50 21.1
Waiting time 0.20
Less than 1 hour 16 20 49 30.6 65 27.1
1 hour to 15 35 43.8 57 35.6 92 38.3
hours
More than 1.5 29 36.2 54 33.8 83 34.6
hours
Number of health care providers is enough to provide care 0.00
Yes 50 62.5 66 41.3 116 48.4
No 18 22.5 80 50 98 40.8
Don't know 12 15 14 8.7 26 10.8
Pregnant women.

Table 13: Opinion and satisfaction on waiting time with respect to perspective

of pregnant women.



No. % No. % No. %
Total 80 100 161 100 241 100
Opinion on duration of waiting time
0.00
Long duration 26 325 92 57.1 118 49
Good duration 47 58.8 60 37.3 219 444
Short duration 3 3.8 9 5.6 12 5
Do not knew 4 5 0 0 4 1.7
Satisfaction with waiting time
0.04
Yes 50 62.5 78 48.4 128 531
No 30 375 83 51.6 113 46.9

4.3.2 Qualification and training of health care providers

The second dimension is the qualification and training of health care providers is
seeing in table 14; which shows five items (getting qualification and training, getting

training during work, need for qualification and training,

getting special

qualification to provide better care and providing training for care providers).



Getting qualification and training; the health care providers in UNWRA primary
health centers and governmental primary health centers getting the qualification and
training with percent 100% and 92.3% respectively.

Getting training during work; the health care providers in UNWRA primary
health centers was getting training during work more than those in the governmental
primary health centers with percent 89.7% and 69.2% respectively. The difference
between the two groups did not reach a statistical significant level (P=0.07).

Need for qualification and training; the health care providers in UNWRA primary
health centers show agreement that they need for qualification and training than
those in the governmental primary health centers with percent 71.8% and 61.5%
respectively. The difference between the two groups did not reach a statistical
significant level (P=0.48).

Getting special qualification to provide better care; the health care providers in
UNWRA primary health centers and governmental primary health centers show
agreement that they getting special qualification to provide better care with percent
92.3% and 84.6% respectively. The fifth item- providing training for care providers;
the health care providers in UNWRA primary health centers and governmental
primary health centers show agreement that they getting the qualification and

training with percent 94.9% and 92.3% respectively.

4.3.3 Competence of care providers

The third dimension is the competence of health care providers is seeing in table
15; which shows four items (time spending with care providers, services provided
according to guideline, competence of care providers, and team can not provide

enough care).



Time spending with care providers; the health care providers in UNWRA

primary health centers experienced spending time with client longer than those in

Characteristics Government UNRWA Total P-
value

the governmental primary health centers with percent 45.9% and 50% respectively
for than 10 minutes, and 44.1% and 50% for more than 10 minutes respectively.
The difference between the two groups did not reach a statistical significant level
(P=0.77).

Services provided according to guideline; the health care providers in UNWRA
primary health centers and governmental primary health centers appeared agreement
that the services provided according to guideline with percent 97.4% and 84.6%
respectively. Competence of care providers; the health care providers in UNWRA
primary health centers appeared that the health care providers is competence to
provide the care well than those in the governmental primary health centers with
percent 100% and 84.6% respectively, The difference between the two groups reach
a statistical significant level (P=0.01).

Team can not provide enough care; the health care providers in governmental
primary health centers show that team can not provide enough care than those in the
UNWRA primary health centers with percent 61.5% and 55.3% respectively, The

difference between the two groups reach a statistical significant level (P=0.69).

Table 14: Qualification and training of health care providers with respect to

perspective of care providers.



No. % No. % No. %

Total 13 100 39 100 52 100

Getting qualification and training

¢baracteristics overnmegp 3 SINRWA 100 dptal gg1
No 1 1.7 0 0 1 1.9
Getting training during work

Yes 9 69.2 35 89.7 44 84.6
No 4 30.8 4 10.3 8 154
Need for qualification and training

Yes 8 61.5 28 71.8 36 69.2
No 5 38.5 11 28.2 16 30.8
Better care provide by getting specialist qualification

Yes 11 84.6 36 92.3 47 90.4
No 2 154 3 1.7 ) 9.6
Providing training for care provider

Yes 12 92.3 37 94.9 49 94.2
No 1 1.7 2 5.1 3 5.8

Table 15: Competence of health care providers with respect to perspective of

care providers.

0.08

0.07

0.48

0.41

0.73



value

No. % No. % No. %
Total 13 100 39 100 52 100
Time spending with care provider 0.77
Less 10 minutes 6 50 17 45.9 23 46.9
10 to 15 minutes 4 33.3 16 43.2 20 40.8
More 15 minutes 2 16.7 4 10.9 6 12.3
Services provided according to presented guideline 0.08
Yes 11 84.6 38 97.4 49 94.2
No 2 154 1 2.6 3 5.8
Development the competence of care providers 0.01
Yes 11 84.6 38 100 39 96.1
No 2 154 0 0 2 3.9
Team can't provide enough care 0.69
Yes 8 61.5 21 55.3 29 56.9
No 5 38.5 17 44.7 22 43.1

Table 16 shows the perspective of pregnant women on qualification, training and
competence of care provider by items (specialist care provider provide better
services, trained health care providers provide better services, competency of health

care providers and spending time with care providers).



Specialist health care providers provide better services; the women who received
antenatal services in the UNRWA clinics experienced that specialist health care
providers provide better services than those received antenatal services in the
governmental clinics with percent 90.1% and 72.5% respectively, the difference
between the two group reach a statistical significant level (P=0.00).

Trained health care providers provide better services; the women who received
antenatal services in the UNRWA clinics experienced that trained health care
providers provide better services than those received antenatal services in the
governmental clinics with percent 73.9% and 55% respectively, the difference
between the two group reach a statistical significant level (P=0.00).

Competency of care providers; the women who received antenatal services in the
governmental clinics experienced that health care providers is more competence to
provide services than those received antenatal services in the UNRWA clinics with
percent 76.2% and 72% respectively, the difference between the two group did not
reach a statistical significant level (P=0.57).

Spending time with care providers; the women attending governmental antenatal
services experienced 5 minutes and less spending time with health care providers
more than those attending UNRWA health services with percent 33.7% and 30%
respectively, while the women attending governmental antenatal services
experienced 6 to 10 minutes spending time with health care providers less than those
attending UNRWA health services with percent 35% and 40% respectively and the
women attending governmental antenatal services experienced 11 minutes and more
spending time with health care providers more longer than those attending UNRWA
health services with percent 31.3% and 30% respectively, the difference between the

two group did not reach a statistical significant level (P=0.73).



4.3.3.1 Opinion and Satisfaction on spending time
Table 17 shows that women attending UNRWA antenatal services reported long

spending time to receive care more than those attending governmental health

Characteristics Government UNRWA Total P-
value

services with percent 46.4% and 30% respectively with total 40.8%, pregnant
women attending governmental antenatal services reported good spending time to
receive care more than those attending UNRWA health services with percent 67.5%
and 49.4% respectively with total (55.4%) and low percent reported short time 2.5%
and 4.4% respectively. The difference between the two groups reach a statistical
significant level (P=0.02).

A 77.5% of women attending governmental antenatal services reported that they
satisfied with spending time to receive care more than attending UNRWA health
services with percent 70%, and reported less satisfied than those attendant NURWA
health services with percent 22.5% and 30% respectively. The difference between
the two groups did not reach a statistical significant level (P=0.22).

Women attending UNRWA antenatal services reported to increase spending time
with health care providers more than those attending governmental health services
with percent 29.4% and 16.3% respectively, the Women attending governmental
antenatal services reported good spending time with health care providers more than
those attending UNRWA health services with percent 81.3% and 68.1%
respectively, and 2.5% of both reported to decrease time, The difference between the
two groups did not reach a statistical significant level (P=0.08).

Table 16: Qualification, training and competence of health care providers

with respect to perspective of pregnant women.



No. % No. % No. %
Total 80 100 161 100 241 100
Opinion on spending time to receive care 0.00
Chagjatteinioes @overnmengo UMRWA  46.3 Togl 408 P.-
Good duration R4 /-5 NG 0494 Nd33 834 value
%%(t)arlt duration 820 1203 1Zs1 1304 2491 %680
Satisfaction with time of receiving care
Specialist health care providers provide better services 0.00
No 18 22.5 48 30 66 27.5
satisfaction about time spending with health care providers 0.08
Increase the time 13 16.3 47 29.4 60 25
Good time 65 81.3 109 68.1 174 725
Decrease the time 2 2.5 4 2.5 6 2.5

Table 17: Opinion and satisfaction on spending time with respect to



Yes 78 72.5 145 90.1 203 84.2

No 7 8.7 6 3.7 13 5.4
Don't know 15 18.8 10 6.2 25 10.4
Trained health care providers provide better services

Yes 44 55 119 73.9 163 67.6
No 20 26.2 20 12.4 40 17
Don't know 15 18.8 22 13.7 37 154
Competency of health care providers

Yes 61 76.2 116 72 177 73.4
No 4 5 14 8.7 18 7.5
Don't know 15 18.8 31 19.3 46 19.1
Spending time with care providers

5 minutes and 27 33.7 48 30 75 31.3
Ifieiz 10 minutes 28 35 64 40 92 38.3
11 minutes and 25 31.3 48 30 73 30.4
more

perspective of pregnant women.

4.3.4 Consultation

The fourth dimension is the consultation by care providers; table 18, shows the
items (providing explanation to women, women asking freely, special place for
consultation, and advice for referral).

Providing explanation to pregnant women; the health care providers in UNWRA

primary health centers and governmental primary health centers providing

0.00

0.57

0.73



explanation to women with percent 97.4% and 100% respectively. The item-
women asking freely; the health care providers in UNWRA primary health centers is
providing the chance for women to ask freely than those in the governmental
primary health centers with percent 94.9% and 92.3% respectively. The difference
between the two groups did not reach a statistical significant level (P=0.13).

Special place for consultation; the health care providers in governmental primary
health centers show agreement that there is a special place for consultation than
those in the UNWRA primary health centers with percent 100% and 84.6%
respectively. The difference between the two groups did not reach a statistical
significant level (P=0.488).

Adbvice for referral the health care providers in UNWRA primary health centers is
providing advice for referral to other health centers than those in the governmental
primary health centers 92.3% and 61.5% respectively, The difference between the
two groups reach a statistical significant level (P=0.00).

The results show also; that the health care providers in UNWRA primary health
centers and governmental primary health centers show agreement about listening
carefully to women and the consultation and explanations is giving clearly with

percent 100% for two items in each clinic.

Table 18: View of the health care providers with respect to service provider

consultation.



Characteristics Government UNRWA Total P-
value
No. % No. % No. %
Total 13 100 39 100 52 100
Providing explanation to women
0.56
Yes 13 100 38 97.4 o1 98.1
No 0 0 1 2.6 1 1.9
Women asking freely 0.13
Yes 12 92.3 37 94.9 49 94.2
No 1 7.7 2 5.1 3 5.8
Special place for consultation 0.48
Yes 13 100 33 84.6 46 88.5
No 0 0 6 154 6 115
Advice for referral 0.00
Yes 8 61.5 36 92.3 44 84.6
No 5 38.5 3 7.7 8 154

Table 19 shows the perspective of women on consultation services provided,

there are many items as (women receive answer, women have a chance to ask,



consultation provided clearly, health care providers listen, special place for
consultation and advice for referral).

Pregnant women receive answer; the women who attending antenatal services in
the UNRWA clinics experienced receive very good answer less than those received
antenatal services in the governmental clinics with percent 29.2% and 39.2%
respectively, and receive good answer more than those received antenatal services in
the governmental clinics with percent 51.6% and 40.5% respectively, this difference
is not a statistical significant level (P=0.22).

Pregnant women have a chance to ask; the women who attending antenatal
services in the UNRWA clinics experienced have very good chance to ask less than
those received antenatal services in the governmental clinics with percent 28.7% and
36.7% respectively, and have good chance to ask less than those received antenatal
services in the governmental clinics with percent 46.3% and 49.4% respectively, this
difference is not a statistical significant level (P=0.12).

Consultation provided clearly; the women who attending antenatal services in the
UNRWA clinics experienced consultation provided clearly less than those received
antenatal services in the governmental clinics with percent 92.4% and 93.2%
respectively, this difference is not a statistical significant level (P=0.814).

Health care providers listen; the women who attending antenatal services in the
UNRWA clinics experienced listening by health care providers less than those
received antenatal services in the governmental clinics with percent 78.6% and

91.3% respectively, this difference is a statistical significant level (P=0.04).

Special place for consultation; the women who attending antenatal services in the

UNRWA clinics experienced consultation in special place more than those received



antenatal services in the governmental clinics with percent 73.1% and 68.8%
respectively, this difference is not a statistical significant level (P=0.47).

Advice for referral; the women who attending antenatal services in the UNRWA
clinics experienced advice for referral more than those received antenatal services in
the governmental clinics with percent 68.6% and 54.4% respectively, this difference

is a statistical significant level (P=0.03).

Table 19: View of pregnant women with respect consultation services

provided



Characteristics Government UNRWA Total P-
value

No. % No. % No. %

Total 80 100 161 100 241 100

Women received answer 0.22

Very good 31 39.2 47 29.2 78 325

Good 32 40.5 83 51.6 115 47.9

Little 16 20.3 31 19.2 47 19.6

Women have a chance to ask 0.12

Very good 29 36.7 46 28.7 75 314

Good 39 494 74 46.3 113 47.3

Little 11 13.9 40 25 51 21.3

Consultation provided clearly 0.81

Very good 44 55.7 84 52.2 128 53.3

Good 29 36.7 66 41 95 39.6

Little 6 7.6 11 6.8 17 7.1

Care provider listen 0.05

Very good 31 38.8 50 31.3 81 33.8

Good 42 52.5 76 475 118 49.2

Little 7 8.8 34 21.3 41 17

Special place for consultation 0.48

Yes 55 68.8 117 73.1 172 717

No 25 313 43 26.9 68 28.3

Advice for referral 0.03

Yes 43 54.4 105 68.6 44 63.8

No 36 45.6 48 314 8 36.2

4.3.4.1 Health education and providing information



Health education and providing information is one of the most important aspect
in health, this aspect is being more important in pregnancy because its effect be on
the mother and her baby, the health care providers are responsible for this mission.
Table 20, shows the provided information the UNRWA and government health
centers with respect to perspective of care providers, the following items represented
these information (provided information about health during pregnancy, provided
information about investigations during pregnancy, provided information about
medications during pregnancy, provided information about labor process, provided
information about breast feeding, provided information about family planning).

The health care providers in UNRWA and governmental primary health centers
show high agreement about providing information related to health and
investigations during pregnancy with percent 100% for both.

Regarding the information about medications during pregnancy and labor
process, the health care providers in UNRWA and governmental primary health
centers show high agreement about providing information about medications during
pregnancy with percent 94.9% and 100% for both respectively. The difference
between the two groups did not reach a statistical significant (P=0.40).

The opinion of health care providers in UNRWA and governmental primary
health centers about providing information about breast feeding were agreement for
this providing with percent 97.4% and 76.9% respectively. The difference between
the two groups reach a statistical significant (P=0.01). The health care providers in
UNRWA were showing providing information about family planning than those in
governmental primary health centers with percent 100% and 61.5% respectively.

The difference between the two groups reach a statistical significant (P=0.00).



Table 20: provided information during pregnancy with respect to perspective

of care providers.

Characteristics Government UNRWA Total P-
value

No. % No. % No. %

Total 13 100 39 100 52 100

Information is provided about medications during pregnancy 0.41

Yes 13 100 37 94.9 50 96.2

No - - 2 5.1 2 3.8

Information is provided about labor process 0.41

Yes 13 100 37 94.9 50 96.2

No - - 2 5.1 2 3.8

Information is provided about breast feeding 0.02

Yes 10 76.9 38 97.4 48 92.3

No 3 23.1 1 2.6 4 7.7

Information is provided about family planning 0.00

Yes 8 61.5 39 100 47 90.4

No 5 38.5 - - 5 9.6



Table 21 shows the perspective of pregnant women about information they
received, the women who attending UNRWA health services experienced very good
or good received information about health during pregnancy more than those who
attending governmental health services with percent 65.3% and 61.3% respectively,
the women who did not received information represented 24.8% and 32.5%
respectively. This difference did not reach a statistical significant level (P = 0.32).

The pregnant women who attending UNRWA health services experienced very
good or good received information about investigations during pregnancy less than
those who attending governmental health services with percent 70.6% and 72.6%
respectively, the women who did not received information represented 20% and
23.8% respectively. This difference did not reach a statistical significant level
(P =0.22).

The pregnant women who attending UNRWA health services experienced very
good or good received information about labor process less than those who attending
governmental health services with percent 66.4% and 57.5% respectively, the
women who did not received information represented 25.5% and 38.8%
respectively. This difference did not reach a statistical significant level
(P =0.14).

The pregnant women who attending UNRWA health services experienced no
information received about health during pregnancy more than those in who
attending governmental health services with percent 75.2% and 78.8% respectively,
this difference did not reach a statistical significant level (P = 0.881).

The pregnant women who attending UNRWA health services experienced no

information received about breast feeding and family planning less than those who



attending governmental health services with percent 67.7% and 76.2% respectively,

this difference reach a statistical significant level (P = 0.00).



Table 21: Received information during pregnancy with respect to perspective

of participating women.

Characteristics Government UNRWA Total P-
value

No. % No. % No. %

Total 80 100 161 100 241 100

Information is received about health during pregnancy 0.32

Very good 26 325 45 28 71 29.5

Good 23 28.8 60 37.3 83 34.4

Little 5 6.3 16 9.9 21 8.7

No information 26 32.5 40 24.8 66 27.4

received

Information is received about investigations during pregnancy 0.22

Very good 27 33.8 41 25.6 68 28.3

Good 31 38.8 72 45 103 42.9

Little 3 3.8 15 9.4 18 7.5

No information 19 23.8 32 20 51 21.3

received

Information is received about medications during pregnancy 0.14

Very good 18 22.5 44 27.3 62 25.7

Good 28 35 63 39.1 91 37.8

Little 3 3.8 13 8.1 16 6.6

No information 31 38.8 41 25.5 72 29.9

received

Information is received about labor process 0.88

Very good 7 8.8 15 9.3 22 9.1

Good 8 10 18 11.2 26 10.8

Little 2 2.5 7 4.3 9 3.7

No information 63 78.8 121 75.2 184 76.3

received

Information is received about breast feeding and family planning 0.00

Very good 12 15 23 14.3 35 145

Good 4 5 29 18 33 13.7

Little 3 3.8 - - 3 1.3

No information 61 76.2 109 67.7 170 70.5

received



4.3.5 Interpersonal relation needs

The fifth dimension is the Interpersonal relation needs by care providers; table
22, shows the items of this dimension (respect for complain, pathetic with women,
meeting and confidentiality, provided for privacy and verbal conflict).

Respect for complain; the health care providers in UNWRA primary health
centers are providing the respect for complain women than those in the
governmental primary health centers with percent 76.9% and 69.2% respectively.
The difference between the two groups did not reach a statistical significant level
(P=0.57).

Sympathy with women; the health care providers in UNWRA primary health
centers are showing pathetic with women than those in the governmental primary
health centers with percent 71.8% and 53.8% respectively. The difference between
the two groups did not reach a statistical significant level (P=0.23).

Meeting and confidentiality; the health care providers in UNWRA primary health
centers are providing assurance to women about confidentiality of information and
meeting more than those in the governmental primary health centers with percent
92.3% and 76.9% respectively. The difference between the two groups did not
reach a statistical significant level (P=0.13).

Provided for privacy for women; the health care providers in UNWRA primary
health centers and governmental primary health centers experienced providing
privacy to women with percent 100% and 92.3% respectively.

Conflict between health care providers and women; the health care providers in
UNWRA primary health centers are appearing verbal conflict with women less than

those in the governmental primary health centers with percent 25.6% and 38.5%



respectively. The difference between the two groups did not reach a statistical

significant level (P=0.37).

The health care providers reported very good score to welcome for women in

governmental clinics more than those in UNRWA clinics with percent 66.7% and

61.5% respectively, and 33.3% and 35.9% of them reported good score respectively.

Table 22: Perspective of health care providers to Interpersonal relation needs.

Characteristics Government UNRWA Total P-
value

No. % No. % No. %

Total 13 100 39 100 52 100

Respect for complain 0.57

Very good 9 69.2 30 76.9 39 75

Good 4 30.8 9 23.1 13 25

Sympathy with women 0.23

Very good 7 53.8 28 71.8 35 67.3

Good 6 46.2 11 28.2 17 32.7

Meeting and confidentiality 0.13

Very good 10 76.9 36 92.3 46 88.5

Good 3 23.1 3 7.7 6 115

Provided for privacy 0.08

Yes 12 92.3 39 100 51 98.1

No 1 1.7 0 0 1 1.9

Verbal conflict 0.33

Yes 5 38.5 10 25.6 15 28.8

No 8 61.5 29 74.4 37 71.2



The fifth dimension is the Interpersonal relation needs by care providers; table
23, shows perspective of women on the Interpersonal relation needs, the items of
this dimension are (welcome for women, respect for complain, meeting and
confidentiality, provided for privacy and verbal conflict).

Welcome for women; the women attending governmental primary health centers
experienced welcome for women during receiving the care more than those in the
UNWRA primary health centers with percent 30.4% and 16.8% for welcome by
very good way, and 53.1% and 55.9% for welcome by good way respectively. The
difference between the two groups reach a statistical significant level (P=0.02).

Respect for complain; the women attending governmental primary health centers
experienced respect for complain during receiving the care less than those in the
UNWRA primary health centers with percent 42.3% and 57% for welcome by very
good way, and 46.2% and 68% for welcome by good way respectively. The
difference between the two groups did not reach a statistical significant level
(P=0.20).

Meeting and confidentiality; the women attending governmental primary health
centers experienced assurance about confidentiality of information and meeting
during receiving the care more than those in the UNWRA primary health centers
with percent 66.2% and 53.9% respectively. The difference between the two groups
did not reach a statistical significant level (P=0.17).

Provided for privacy for women; the women attending governmental primary
health centers experienced privacy providing during receiving the care more than
those in the UNWRA primary health centers with percent 95% and 76.9%
respectively. The difference between the two groups reach a statistical significant

level (P=0.00).



Verbal conflict between health care providers and women; the women attending
governmental primary health centers experienced verbal conflict by the health care
providers during receiving the care more than those in the UNWRA primary health
centers with percent 16.3% and 7.5% respectively. The difference between the two

groups reach a statistical significant level (P=0.03).



Table 23: Interpersonal relation needs with respect to perspective of pregnant

women.

Characteristics Government UNRWA Total P-
value

No. % No. % No. %

Total 80 100 161 100 241 100

Welcome for women 0.02

Very good 24 30.4 27 16.8 51 21.3

Good 42 53.1 90 55.9 132 55

Little 13 16.5 44 27.3 57 23.7

Respect for complain 0.20

Very good 33 42.32 57 36.1 90 38.1

Good 36 46.2 68 43 104 44.1

Little 9 115 33 20.9 42 17.8

Meeting and confidentiality 0.17

Yes 51 66.2 83 53.9 134 58

No 26 33.8 71 46.1 97 42

Provided for privacy 0.00

Yes 76 95 123 76.9 199 82.9

No 4 5 37 23.1 41 17.1

Verbal conflict 0.03

Yes 13 16.3 12 7.5 25 10.4

No 67 83.7 149 925 216 89.6



4.3.6 Availability of medication and equipment

The dimension is the availability of medication and equipment; table 24, shows
the items of this dimension (availability of medication and availability of
equipment).

Availability of equipment; the health care providers in UNWRA primary health
centers experienced that the equipment was available more than those in the
governmental primary health centers with percent 66.7% and 58.3% respectively.
The difference between the two groups did not reach a statistical significant level
(P=0.59).

Availability of medication; the health care providers in UNWRA primary health
centers experienced that the medication was available more than those in the
governmental primary health centers with percent 64.1% and 50% respectively. The
difference between the two groups did not reach a statistical significant level
(P=0.18).

Table 22 shows perspective of women on the availability of medication and
equipment, the item-availability of equipment; the women attending UNWRA health
services experienced that the equipment was available less than those attending
governmental health services with percent 62.1% and 77.5% respectively. The
difference between the two groups did not reach a statistical significant level
(P=0.07).

Availability of medication; the women attending UNWRA health services
experienced that the medication was available more than those attending
governmental health services with percent 70.2% and 39.9% respectively. The
difference between the two groups did not reach a statistical significant level

(P=0.00).



The table shows that the women attending UNWRA and governmental health
services experienced that the investigations were done in both with percent 96.3%
and 93.7% respectively. The women attending UNWRA and governmental health
services experienced that the investigations were not done in both with percent
4.63% and 6.3% respectively. The difference between the two groups did not reach

a statistical significant level (P=0.36).

Table 24: Availability of medication and equipment with respect to

perspective of health care providers.

Characteristics Government UNRWA Total P-
value
No. % No. % No. %

Total 13 100 39 100 52 100
Availability of equipment 0.59
Very good 7 58.3 26 66.7 33 64.7

Good 5 41.7 13 33.3 18 35.3
Availability of medication 0.18
Very good 6 50 25 64.1 31 60.8

Good 4 33.3 13 33.3 17 33.3

Little 2 16.7 1 2.6 3 5.9



Table 25: Availability of medication and equipment with respect to

perspective of pregnant women.

Characteristics Government UNRWA Total P-

value

No. % No. % No. %

Total 80 100 161 100 241 100

Availability of equipment 0.07

Very good 22 27.5 28 17.4 50 20.7

Good 40 50 72 44.7 112 46.5

Little 11 13.8 39 42.2 50 20.7

Don't know 7 8.8 22 13.7 29 12

Availability of medication 0.00

Very good 13 16.2 56 34.8 68 28.6

Good 19 23.7 57 35.4 76 31.5

Little 27 33.8 28 17.4 55 22.9

Don't know 21 26.3 20 12.4 41 17

Investigation is done in the clinic 0.36

Yes 74 93.7 155 96.3 229 95.4

No 5 6.3 6 3.7 11 4.6



Chapter 5

Discussion

The findings have provided an assessment of antenatal care services provided at
UNRWA and government primary health centers in Gaza Strip by the perspective of
health care providers and participating women. The study has shown the
perspective of health care providers and participating women on provided antenatal
care services. This chapter seeks to discuss the results of the study with the data

presented in the literature review.

5.1 Sociodemographic situation

The findings, show high proportion of the health care providers 73% was young
age (less than 40 years) that they can be active and giving, while the low proportion
of them was over 40 years which considered in our area old age. A 90.4% of the
health care providers were married. These results may reflect the services provided
and affect the outcomes of the provided services. By other words the marital status
and the social concepts and the problems of life take place for those providers, so the
young age can giving more and be more active regardless the experience years.

Around 70% of the health care providers are either midwives 46.2% or
nurse/midwife 23.1%, and the low proportion are physicians 15.4%, these results
comes in different with (Ozvaris, SB. And Akin, A. 2002) study in Turkey when
they find 6.9% of health care providers were midwife/nurse and 60.8% of them were
physicians. This difference is referred to many reasons, the Turkish mothers contact
the public PHC centers and preferred to receive the ANC by the private physicians,
and in our area the mothers preferred the free paid public PHC centers due to low

economic status of the area. Also the organizations policy depends on the nurses



and midwives to provide these services than the physicians because the pregnant
women are not receiving services by specialists in each visit, but they do when need.

The findings show that most of health care providers 80.8% had 2-5 years
specialized educations and the residual portion of them 19.2% had 6 years and more
specialized educations after secondary education. The high proportion of health care
providers 65.4% has a diploma qualification, either diploma; the other portion of
them 34.6% has either a bachelor 26.9% or specialists 7.7%. To provide the
recommended antenatal care services; the health care providers need to be good
qualified and trained; this can be provided by good education and qualification.
Concerning the present information component, half of attendant health care
providers were with two years education and thirty two had practical diploma, so
these results reflect the perspective of the health care providers on the provided
services, the outcome of services and reflect their opinion on needs for education
and qualification by asking for training and workshops and to provide good and high
qualified health care providers to the organization.

The findings show about 70% of the health care providers has post graduation
specialist or antenatal training, while low proportion of them 30% has not post
graduation specialist or antenatal training. Around 50% of the health care providers
have training 1-3 months duration, and about (16%) of them have more than 3
months duration, and only 28% of them were trained through the years 1986-2002.

The quality of antenatal care services is based on a scientific base, the services is
provided by the health care providers who perform the most important portion of
these services, so the care provider must be a good qualified, trained and have a

good experience, and to be specialist in this care. These results demonstrate that



there are not enough training and qualification provided to health care providers
either by them self or by the organizations.

The findings show 70.3% of the attendant women were 20-35 years old and,
these results comes in accordance with EL-Gilany, AH and Aref, Y. study in Sudia
Arabia, when they find 70.4% of the attending women were 20-35 years old. Our
results come in accordance also with Ozvaris, SB. And Akin, A study in Turkish,
when they find 78% of them 20-35 years. Around 20% of the attendant women
were aged less than 20 years, this results comes in difference with EL-Gilany, AH
and Aref, Y. study when they find 5.4% of women aged less than 20 years, and
comes in difference with Ozvaris, SB. And Akin, A study, when they find 14.6% of
attendants less than 20 years. This difference is referred to very common early
marriage in our area.

About 9.1% of the pregnant women had received elementary education, this
results comes in difference with Ozvaris, SB. And Akin, A when they find 27% of
attendants women had received elementary education. In our study about 24% of
the women had received secondary education and more, these results comes in
different with Ozvaris, SB. And Akin, A when they find 12% of attendants women
had received secondary education and more. This difference is referred to the
concept of our area about the importance of education.

Our study shows 91.7% of participating women were housewives, these results
comes in accordance with Matthews, Z. et al, study when they find 90% of women
were housewives and comes in accordance with the EL-Gilany, AH and Aref, Y
study when they find 87.1% of attendants were housewife. Any how this finding is
more than the percentage reported by other investigations in Thailand (40%),

Argentina (43%) and Cuba (30%), and in accordance with the study which done in



Saudi Arabia, the finding shows more than 80% were housewives (Nigenda, G. et al
2003). These results are referred to the nature and culture of the Arabic society in
Gaza and Saudi Arabia and the accordance with the rural area in India.

The study show high proportion 60.7% of participating women have monthly
income US$ 300 and less, 39.3% of them have monthly income more than US$ 300,

this referred to the low economic status of the area due to economic crisis.

5.1.1 Maternity health

The findings show that most of the attendants pregnant women 76% reported up
to 6 pregnancies and 24% of them had 7 pregnancies and more. These results come
in difference with EL-Gilany, AH and Aref, Y study —which done in Sudia Arabia-
when they find 50.8% had up to 5 pregnancies and 49.2% of them had 7 pregnancies
and more. This difference is referred to the concepts about early marriage in our
community and the fertility rate.

The findings show that 39.4% of the attendants pregnant women reported that
they have 1 labor or they have not labor yet, and 25.3% of them reported 5 labors or
more, these results come in accordance with Ozvaris, SB. And Akin, A. study —
which done in Turkey- when they find 34.9% of attendants reported 1 labor, but the
results differ when they find 9.7% of attendants reported 6 labors or more. This
difference is referred to culture and believes about size of the family, that to be big
family size.

Around 60% of the attendant pregnant women reported their pregnancy in the
first or second semester of pregnancy, and 40 % of them reported in the last
semester of pregnancy, these results comes in different with Ozvaris, SB And AKin,

A study when they find 92.6% of attendants reported up to six months duration of



pregnancy, and 6.8% of them reported the last semester of pregnancy. This
difference is referred to the nature of the study of them which is retrospective
survey.

The findings show high proportion of the attendants (79%) reported up to 5 visits
of antenatal visits and 21% of them reported 6 visits or more of antenatal visits, this
result comes in different with Ozvaris, SB. And Akin, A study when they find 67%
of the attendant women reported 4 visits or more of antenatal visits. This difference
is referred to the concepts of the women in Gaza about the importance of antenatal
check up and antenatal care services and due to provided material to pregnant
women as milk or others.

A very low portion of the attendant pregnant women were unsatisfied with
antenatal visits schedule and want to decrease the number of visits, these results
comes in accordance with Nigenda, G. et al study when they find that the attendants
women in Thailand reported to decrease the number of visits to be good. In this
study most of the attendant women (87.6%) were satisfied with antenatal visits
schedule, these results comes in accordance with Nigenda, G. et al study when they
find that the attendant women in Aregentina and Saudi Arabia satisfied with the
traditional number of visits.

The attendant women in our study reported their opinion about the number of
antenatal visits that 91.3% of them satisfied with this number and considered it well.
These results comes in accordance with Langer, A. et al study when they find 85.2%
of attendants satisfied with standard antenatal care schedule.

The results show that attendant pregnant women reported their opinion about the
spacing between antenatal visits 82.9% of the attendants satisfied with the spacing

between and considered it well, 10% of them reported long duration between



antenatal visits and they unsatisfied with it. These results comes in accordance with
Langer, A. et al study when they find 81% of attendants satisfied with standard

antenatal care schedule.

5.2 Accessibility to antenatal care services

Information about accessibility to antenatal care services is provided by many
items and many factors, in our study five points were used to assess the accessibility
to antenatal care services. In our study the high proportion 84.6% of the health care
providers reported that there is a previous appointment system used in their clinics
with a significant difference more in UNRWA clinics than government. Also high
proportion 86.2% of the attendant women both in UNRWA and governmental
clinics reported that there is a previous appointment system used in their clinics with
a significant difference more in UNRWA clinics. As seen the perspective of health
care providers and women is the same, these results show that both were equally
well accepted by women and providers, suggesting the adoption of this system, this
system is using in UNRWA clinics more than in government because of high
numbers of women who attended the antenatal services in UNRWA clinics and to
ensure providing care to these high numbers of women.

The study showed a difference between the perspective of both health care
providers and pregnant women, that most of the health care providers 92.3%
reported that pregnant women received care at any time of work with more in
UNRWA clinics than those in government clinics. Around 70% of the attendant
women reported that the women received care at any time of work with less in
UNRWA clinics than those in government clinics, the health care providers gave

them selves high scores, but this comes in difference with their answer about the



number of health care providers is enough to provide care when about 64% of them
said no, and when they asked to increase the number of care providers. Also number
of women who attended the services in UNRWA clinics is more than in government,
so this may explain why the attendant women in government reported high percent
than those in UNRWA clinics.

The findings show around 65% of the health care providers reported that there is
perfect time to provide care in the clinics. While about 80% of the attendant women
reported that there is perfect time to provide care in the clinics. There is a difference
between the opinion of health care providers and women, that the health care
providers reported low percent regarding perfect time than attending women. In
UNRWA clinics health care providers reported more than those in government
clinics, this difference is referred to using the previous appointment system in
UNRWA more than government. Also number of women who attended the
antenatal services in UNRWA clinics is more than in government, so this may
explain why the attendant women in government reported high percent regarding
perfect time than those in UNRWA clinics.

A high proportion of the health care providers 80% reported waiting time up to
one and half hours, but health care providers in government clinics reported less
time than those in UNRWA. Around 65% of the total attendant women reported
waiting time up to one and half hours but they reported in UNRWA clinics more
than those in government. About 20% of the health care providers reported more
than one and half hours waiting time, and about 35% of the attendant women
reported more than one and half hours waiting time. The results show that the health
care providers reported longer waiting time than the attendant women, and they

reported more percentage in UNRWA clinics than government clinics with a



statistical significant, this difference referred to high number of attendant women
and narrowing of places, crowded and insufficient number of health care providers
to provide the recommended care. But the women reported more percent in
government clinics than UNRWA. Any way the view of the women reflect the view
of health care providers and this comes with their answers about their advices for
better care that most of answers were to provide wider places, decrease the crowded
and increase the number of care providers.

Regarding the satisfaction of attendant pregnant women, the findings show 49%
of the attendant pregnant women reported long waiting time with more in UNRWA
clinics than those in government clinics. These results comes in difference with
Tucker et al when they find 79% of attendant women reported good waiting time,
and 18% of them reported long time. Also around 53% of attendant pregnant
women reported satisfaction with waiting time with less satisfaction of women who
attend antenatal services in UNRWA clinics than those in government clinics, and
about 47% of the attendant women were unsatisfied. These results comes in
difference with Langer, A. et al study when they find 78.3% and 77.6% satisfied
with waiting time in new and traditional antenatal care. This difference is referred to
high number of attendant women and narrowing of places, crowded and insufficient
number of health care providers in UNRWA and governmental clinics.

The study showed 63% of the health care providers reported that the number of
health care providers is not enough to provide care with the percent for both clinics.
Around 41% of the attendant women reported that the number of health care
providers is not enough to provide care. These results show that both women and

health care providers were not accepted to the number of care providers, and this



suggesting that the health care providers and women would face obstacles to

accessibility of antenatal care services.

5.3 Quialification, Training and Competence of health care providers

This dimension to assess antenatal care services is qualification, training and
competence of care providers, the health care providers give their assessment that
most of health care providers 98% reported that they getting qualification and
training which need to give the recommended care, also a high proportion of health
care providers 85% reported that they received training during their work to improve
the provided care. About the perspective of health care providers if their
organizations act to provide training for them, around 94% of them reported yes.

According to these results we observe that the health care providers give high
assessment to qualification and training, these results comes in difference with their
answers about need for qualification and training, the opinion of health care
providers around 69% of them reported yes that they need, this mean that even they
qualified and have training but they need more training and qualification.

The findings suggest that the health care providers give them selves and their
organizations the best on work than the others, about 88% of health care providers
reported time spending with health care providers fifteen minutes or less, about 94%
of health care providers reported that the services provided according to guide lines
presented and known by them. Also around 96% of health care providers reported
that their organizations develop their skills. 56.9% of health care providers reported
that the team can not provide enough care.

The health care providers give themselves and their organizations high scores

with more in UNRWA clinics than those in government clinics. This can be seen by



the other answers when 69% of them said yes about post graduated degree
(specialist) and antenatal care training, and 32% of health care providers did not
received training during their work.

The study shows the opinion of attendant women on competence of health care
providers was shown on their answers, about 84% of the attendant women reported
that if the health care providers have a specialist, they can provide better care.
Around 68% of the attendant women reported that the health care providers can
provide better care by training. The answer of the question if the health care
providers are competent, about 74% of attendant pregnant women reported that the
health care providers are competent. These results come in different with the results
of care providers, this mean as mentioned above that the health care providers gave
them self and their organizations high scores with more in UNRWA clinics than
those in government clinics, also the pregnant women do not have the right tool to
judge the services they received, this can be seen by the percent who answer do not
know.

The finding shows 70% of the attendant women reported up to ten minutes
spending time with health care providers and 30% of them reported eleven minutes
and more spending time with care providers. Satisfaction of women on spending
time with health care providers was as; around 73% of the attendants reported good
time. About satisfaction the results comes in accordance with Nigenda, G. et al
study when they find 79% of attendants satisfied with time spent with health care
providers in traditional antenatal care, but in the same study the attendants of new
model ANC were more satisfied (86%). This difference is referred to low number of

visits in the new model of ANC and the women can receive care without problems



as over crowded, insufficient number of health care providers and long waiting time

to provide recommended care.

5.4 Consultation

One of the most important dimensions in this study is consultation, in this
dimension assessment of provided information health education. In this study the
perspective of health care providers still go as suggest that they provide the best
services in their organizations. All the health care providers 100% reported that they
listening carefully to women and the consultation and explanations are giving
clearly to women in both UNRWA and governmental clinics, a high proportion of
health care providers 98% reported that they provided explanation to women.
Around 94 % of health care providers reported that women asking freely, about 85%
of health care providers reported with a statistical significant that they advice
women for referral to other health centers, with higher percentage in UNRWA
clinics than government clinics. Around 86% of health care providers reported that
there is a special place for consultation, with more in government than UNRWA
clinics.

The results show that around 80% of the attendant women reported that they
received answers, a high proportion of the attendant women 93% reported that they
received consultation clearly, and 72% of the attendant women reported that there is
a special place for consultation, with equally in both UNRWA and government
clinics. Around 79% of the attending pregnant women reported that they had a
chance to ask, and 83% of the attending pregnant women reported with a statistical
significant that the health care providers listen to them, with more in government

clinics than UNRWA. Around 64% of the attendant pregnant women reported with



more in UNRWA clinics than government clinics, and with a statistical significant
that they received advice for referral to other health centers. The difference referred
to low number of attending women into government clinics, insufficient numbers of
care providers, narrow places and over crowded.

Regarding the health education and providing information, in this study 100% of
the health care providers reported that; information is provided about health during
pregnancy, and about investigations done during pregnancy. They reported that
information is provided about medications during pregnancy and about labor process
with percent 96.2%. Also they reported that information is provided about breast
feeding and about family planning with percent 92.3% and 90.4% respectively.

The study shows a high difference between the opinion of health care providers
and women especially in the points of labor process and breast feeding and family
planning, the difference referred to care provision either the organizations or the
health care providers who gave the high score to themselves and their opinion that
they are the best. This can be seen by their answer when around 64% of health care
providers reported that the number of health care providers is not enough to provide
care.

The findings show 64% of the attendant pregnant women reported that they
received both very good or good information about health during pregnancy, and
36%) of them reported that they received a little or did not received information at
all. This results comes in difference with Young, L and Phung, H when they found
79% of women got enough advice about themselves, also the results comes in
difference with Langer et al study when they find 79.7% and 79.5% of attendant
pregnant women satisfied with the information received about their own health

during pregnancy in the new and traditional ANC respectively.



Around 71% of the attendant pregnant women reported that they received good
and very good information about investigations during pregnancy, and 21% of them
reported that they did not received information at all. These results comes in
difference with Langer et al study when they find 86.8% and 83.2% of attendant
pregnant women satisfied with the information received about investigations during
pregnancy in the new and traditional ANC respectively.

Regarding the information about medications received during pregnancy about
64% of the attendant pregnant women reported that they received both very good
and good information, and 30% of them reported that they did not received
information at all. These results comes in accordance with Langer et al study when
they find (62% and 68%) of attendant pregnant women satisfied with the
information received about their medication during pregnancy in the new and
traditional ANC respectively.

Around 20% of the attendant pregnant women reported that they received both
very good and good information about labor process, and 76.3% of them reported
that they did not received information at all. These results comes in difference with
Langer et al study when they find 70% and 59.5% of attendant pregnant women
satisfied with the information received about labor process in the new and traditional
ANC respectively. These results also comes in difference with Tucker et al study
when they find 87% of attendant pregnant women reported that they received both
very good or good information and 10% of them reported little score with the
information received about labor process.

Regarding the received information about breast feeding and family planning,
about 28% of the attendant pregnant women reported that they received both very

good or good information, and 72% of them reported that they received a little or did



not received information at all. These results comes in difference with Langer et al
study when they find 71% and 59.5% of attendant pregnant women satisfied with
the information received about breastfeeding and family planning in the new and
traditional ANC respectively.

All these differences are referred to insufficient number of care providers, over
crowded of the places, increase the number of attendants, insufficient training and
specialist for health care providers and the there is shortage in the number of care

providers.

5.5 Interpersonal relationship

The interpersonal relationship between the health care providers and the attendant
women, this relationship is very important; it is a dimension in our study to assess
the antenatal services provided at the clinics. In this study the health care providers
reported their perspective on welcome for women, the most of health care providers
98% reported their perspective by high scores; (62.7% reported very good and
35.3% good), with more in UNRWA clinics than those in government clinics, the
perspective of women is differ when (21.3% reported very good and 55% good),
with less in UNRWA clinics than those in government clinics.

The study differs with Tucker et al study when they found 70% of women
reported very good relation with health care providers and 30% of women reported
well. This difference is due to high numbers of attending women to the clinics in
our area, crowded, narrowing places and long waiting time.

The study suggests that the health care providers give the high scores to
themselves and to their organizations, this can be seen by the answers 75% of them

reported very good to respect for complain, around 67% of them reported very good



score to pathetic with women, about 89% of them reported very good score to
security of meeting and confidentiality, and 98% of the health care providers
reported yes to ensure privacy during services, and 71.2% of them reported no to
occur conflict with women, with more in UNRWA clinics than those in government
clinics.

The perspective of pregnant women reported difference when 38% of attendant
pregnant women reported very good score to respect for complain, and 58% of
attendant pregnant women reported yes to security of meeting and confidentiality,
around 83% of attendant pregnant women reported yes to ensure privacy during
services.

The attendant pregnant women reported a different opinion about the health care
providers that around 90% of pregnant women reported no conflict occurred
between health care providers and pregnant women, with more in UNRWA clinics
than those in government clinics. These results comes in accordance with Young, L
and Phung, H when they find 10% of women reported difficulty in communication.
The difference between results comes due to insufficient number of care providers;
increase the number of attendant pregnant women, over crowded of the places, and

the there is shortage in the number of care providers.

5.6 Availability of medication and equipment

In this study most of health care providers (94.1%) reported that medication is
available either by very good or good score, they reported that availability of
medication more in UNRWA clinics than in government clinics. The results show
around 60.1% of attendant pregnant women reported very good score or good to

availability of medication, but about 23% of them reported that availability of



medication is little; the attending women reported availability of medications in
UNRWA clinics more than in government clinics. This results comes in difference
with Nigenda, G. et al study when they find that all the women were high satisfied
with treatment.

Our results show that all the health care providers reported either very good score
(64.7%) or good score (35.3%) to availability of equipment, with more in UNRWA
clinics than those in government clinics. These results are different with results of
women when 20.7% of attendant pregnant women reported very good score to
availability of equipment and 46.5% of them reported good score to availability of
equipment, with less in UNRWA clinics than those in government clinics.

This difference is referred to that the health care providers judged on the situation
according a scientific base but they also want to give organizations the high scores.
Although the health care providers asking to provide more equipments especially in

government clinics.



Chapter 6

Conclusion and Recommendations

6.1 Conclusion

In order to assess the perspective of health care providers and pregnant women
toward the antenatal care services provided at government and UNRWA clinics, a
cross sectional study was conducted at six centers in three governorates; Gaza North,
Gaza and KhanYounis governorate. In each governorate, the largest two centers of
government and UNRWA were conducted; this study is coming following to many
previous studies in Gaza Strip has been conducted for this purpose. The study
findings might help in improving the weak areas in the current antenatal care
services.

Most of health care providers are nurses and midwives; they represent 77% in
government clinics and 87% in UNRWA clinics, the percentage of midwives is
higher in UNRWA clinics (54%) than in government clinics (23%). About half of
health care providers in government and UNRWA clinics have two vyears
educations. The health care providers in UNRWA clinics have post graduated
degree than those in government clinics that means UNRWA pay attention to
specialists than government, but the results show that health care providers have
antenatal training in government than those in UNRWA clinics, this training
duration is short. High portion have up to three months training courses during their
employment, the health care providers in UNRWA clinics have more than 3 months
training courses during their employment. The results show a low portion 19% of
health care providers received training through six years (1986-2002).

Regarding the maternity health about 40% of the pregnant women were labored

one labor or have no labor and about 37% of them reported two pregnancies or less.



Around half of pregnant were visited the clinics to receive antenatal care two visits
or less, this shows that the pregnant women do not pay attention or do not know the
importance of the antenatal care visits.

The opinion of health care providers was different about antenatal care visits
schedule, high portion of health care providers in government clinics said that the
standard number of antenatal care visits is 9 visits or less and half of health care
providers in UNRWA clinics said that the standard number of antenatal care visits is
10 to 11 visits, the high proportion of health care providers reported good duration
between antenatal visits.

The high portion of pregnant women were satisfied with the number of antenatal
visits and said good number of antenatal visits, the women accept and said good
duration between the visits.

The study shows in UNRWA clinics usage a previous appointment system more
than government clinics, the study also shows that the pregnant women can receive
care at any time of work in UNRWA clinics more than government. The study
shows long waiting time in UNRWA clinics more than government clinics. The
number of health care providers in UNRWA and government clinics is not enough
to provide the recommended care.

The results show that the pregnant women attending UNRWA antenatal services
reported long duration waiting time, and they were unsatisfied more than those
attending governmental antenatal services whom were less satisfied.

Regarding the qualification, training and competence of health care provider; the
study shows that the health care providers were getting qualification, but more to
those in UNRWA clinics, also the health care providers were getting training in

UNRWA clinics more than those in government, the study shows also need for



qualification and training, the organizations provided training for health care
providers. The health care providers in UNRWA clinics provide care according to
guide lines with more than those in government clinics. UNRWA act to develop the
competence of health care providers more than government.

A high portion of pregnant women said that they spend less than 10 minutes with
health care providers, the pregnant women attending UNRWA clinics considered
this time as good time, and satisfied with this time were less than those in
government clinics. In general the pregnant women attending government clinics
were satisfied with time of receiving care more than those attending UNRWA
clinics.

The perspective of health care providers show that explanations is provided to
pregnant women and the pregnant women can asked freely in both clinics by high
percentage, but the health care providers in UNRWA clinics advice the women for
referral more than those in government clinics.

The pregnant women reported that the health care providers in governmental
clinics listen to them more than those in UNRWA clinics and they reported that
there is special place for consultation. The pregnant women attending UNRWA
health services said that they received advice for referral more than those attending
governmental antenatal services.

The health care providers in governmental primary health centers provide
information about breast feeding and family planning less than those in UNRWA
primary health centers.

A high portion of pregnant women (76%) attending governmental and UNRWA
clinics were not received information about labor process, and the pregnant women

who did not receive information about breast feeding and family planning in



governmental clinics more than those attending UNRWA clinics, the percentage was
76% and 67% respectively.

The health care providers in both government and UNRWA clinics respect for
complain of women, sympathy with women and insure security of meeting and
confidentiality, and they provided privacy for women. The health care providers in
government clinics have a verbal conflict with women more than those in UNRWA
clinics.

The pregnant women attending governmental primary health centers received
welcome during receiving the care, respect for complain during receiving the care,
assurance about confidentiality of information and meeting, privacy providing
during receiving the care, and they have verbal conflict with the health care
providers during receiving the care more than those in the UNWRA clinics.

The medication is available in both clinics, but the pregnant women reported that the

medication is available in the UNWRA clinics more than governmental clinics.



6.2 Recommendations

The recommendations might help to strengthen the weak points, to come over the
gaps and to solve current problems and to improve the ANC services. The
researcher is suggesting recommendations to the policy makers, the managers and to
the researchers for further researches.

The respondents either the health care providers or attendant pregnant women,
reported positive perspective about the antenatal care services and that could be
improved through considering the findings of the study.

The identified dimensions in the study (accessibility to antenatal services,
qualification and training of health care provider, competence of health care
providers, consultation, interpersonal relation needs and availability of medication
and equipment), may be used as a part of the dimensions to assess antenatal care
services and can be considered as a constructing frame which lead to improve the

antenatal care services.

e To enhance and improve the health education especially on health and
medications during pregnancy, and to concentrate on labor process and
breast feeding and family planning, by providing programs for post
graduation specialist, continuous training to the care providers and increase
the knowledge of health care providers to guidelines and standards of

services.

e Enhancing the accessibility to ANC services by improving and increasing

usage of a previous appointment system, act to provide care at perfect time,



and decreasing the waiting time by provide wider places, decrease the

crowded and increase the number of care providers.

Enhancing the health care provider's skills on the interpersonal relation needs
and consultation; by programs in how to communicate, how to listen,
welcome for pregnant women, providing the privacy for pregnant women, to
be confidential, providing special training programs on consultation skills,
special place for consultation and providing the educational materials to all

aspects of consultation.

6.2.1 Areas for further research

Further analysis of the present research data to detect other perspective of
health care providers and women on other relation between variables such as
education, job, income and residency characteristics and the six dimensions

which used in the study.

Further studies to assess the ANC services in other areas specially care
provider's perspective to include qualification, experience years, education
years, qualification and training characteristics and the six dimensions which

used in the study.
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Annex (4) R B

Formula of the study sample size

Population Survey or Descriptive Study Using Random (Not Cluster) Sampling

Population Size : 40,972
Expected Frequency : 80.00 %
Worst Acceptable 3 75.00 %
Confidence Level Sample Size
80 % 105
90 % 172
95 % 244
99 % 420
999 % 681
99.99 % 946
Formula : Sample Size = n/(1-(n/population))

n = Z*Z(P(1-P))/(D*D)

Reference : Kish & Leslie, Survey Sampling, John Wiley & Sons,
NY, 1965
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Annex (5)

Questionnaire

Assessment of antenatal care services provided at MOH and UNRWA clinics in

Gaza Strip, Palestine

I will appreciate you for participation to fill this questionnaire; this study is a partial
fulfillment of the requirement for the degree of Master of Mother and Children
Health. The aim of the study is to assess antenatal care services provided at MOH
and UNRWA clinics in Gaza Strip, you have the rights to participate or not, or to
stop your participation at any time, also you have the right to refuse for answering
ant question.

The received data will keep secret; no need to for names and your opinion will be
appreciated.

The questionnaire is need for ten to fifteen minutes to fill. | hope that you will
participate to help to assess and improve the services provided.

Thanks for your participation.

Bassam M. Shaheen



Annex (6)
Assessment of Antenatal Care Services at UNRWA and Government Clinics in

Gaza Strip (Health care provider's questionnaire)

e Serial number

e Date

e Governorate

e Clinic 1-government  2-UNRWA

«+ Personal Data

1- Age

2- Marital status

3- Job 1- nurse 2- midwife 3- physician 4- (1+2)

4- Residency 1- city 2- village 3- camp

5- Number of basic study years

6- Number of experience years in current work

7- Qualification 1- practical diploma  2- registered diploma

3- Bachelor degree 4- others

8- Special study in antenatal care 1- yes 2-Nno

9- Number of experience's years after specialist

10- Training courses in antenatal care 1- yes 2- N0

11- Duration of training courses

12- Date of the last training course




«+ Antenatal Care Services

13- According to your opinion, the quality of services in this clinic is:

1- very good 2- good 3- bad

14- According to guidelines in this clinic, number of visits for antenatal care is:

15- In your opinion, antenatal care visits is:

1- many 2- good 3- little

16- In your opinion, the duration between visits is:

1- long duration 2- good duration 3- short

17- Waiting time to receive care is:

1- hour 2- minute

18- The duration of this waiting time is:

1- long duration 2- good duration 3- short

19- In your opinion, are women satisfied with this waiting time:

1- yes 2-no

20- time spend by health care provider to provide care:

1- minute

21- Equipments and supplies are available in the clinic:

1- yes 2-no

22- Medications are available in the clinic:

1- yes 2-no

23- Investigations are done in the clinic:

1- yes 2- N0

24- Services are accessible for all women:

1- yes 2- N0




25- A previous appointment system used in the clinic:

1- yes 2-no
26- Are the place of clinic near the residency place:

1- yes 2- no
27- Arrival for clinic is easy:

1- yes 2- N0
28- Are you feel that women satisfied with these services:

1- yes 2- N0
29- Are the women facing difficulty to receive care:

1- yes 2- no
30- Women receive care at any time of work day:

1- yes 2- no
31- Are there perfect time to provide care:

1- yes 2- no
32- Are you provide care to women who prefer you to provide:

1- yes 2- no
33- Are there written guidelines for antenatal care:

1- yes 2- no
34- Are care provided according to these guidelines?

1- yes 2- no
35- Is it possible to provide better care:

1- yes 2- no




+» Health care providers (Number, Competence and Training)

36- | got qualification and training need to provide care:

1- yes 2- N0

37- Are you obtained training courses during work:

1- yes 2- N0

38- The policy clinic to provide better care:

1- yes 2- N0

39- | need more qualification and training:

1- yes 2- no

40- By special courses, better care can provided:

1- yes 2- no

41- Increase competence for care provider are available:

1- yes 2- no

42- Training courses for health care providers are available:

1- yes 2- no

43- The staff (man power) is enough :

1- yes 2- no

44- Services are provided to large number of women that the staff cannot provide

a proper care:

1- yes 2- no



«» Consultation and Medical Advice

45- Consultation and advice is provided to pregnant women:

1- yes 2- no

46- | listen carefully to pregnant women:

1- yes 2- N0

47- 1 give explanations that need the pregnant women:

1- yes 2- N0

48- | give a chance for women to ask freely:

1- yes 2- no

49- The women feel satisfied with information and advices that they got:

1- yes 2- no

50- Questions of women are answered great full:

1- yes 2- no

51- Consultation and advices are provided clearly:

1- yes 2- no

52- Information are provided about: (answer each item either yes or no)

a- Health during pregnancy

b- Investigations during pregnancy

c- Medications during pregnancy

d- Labor process

e- Breast feeding

f- Family planning

53- There is special place to provide consultation and medical advice

1- yes 2- no




54- | explain for women even if she did not ask:

1- yes 2-no

« Interpersonal Relationship

55- 1 do to keep the relation with pregnant women:

1- very good 2- good 3- normal

56- Welcome for women by you:

1- very good 2- good 3- little

57- 1 respect the complain of women:

1- very good 2- good 3- little

58- | am sympathy with the pregnant women:

1- very good 2- good 3- little

59- | keep confidentiality for information of pregnant women:

1- very good 2- good 3- little

60- The privacy is kept during care:

1- yes 2-no

61- Verbal conflicts and facing are occurred between women and care providers:

1- yes 2-no

62- Advice for referral to other health centers is provided for women:

1- yes 2-no

63- | advice my relevant and friends to receive care in this clinic:

1- yes 2-no



64- From points of view, what are the shortages in the antenatal care services in this
clinic?



Annex (7)
Assessment of Antenatal Care Services at UNRWA and Government Clinics in

Gaza Strip (Women questionnaire)

e Serial number

e Date

e Governorate

e Clinic 1-government  2-UNRWA

%+ Personal Data

1- Age

2-Job

3- Education years 1- (0-6) 2- (7-12) 3-(13+4)

4- Residency 1- city 2- village 3- camp

5- Monthly income

6- Occupation of husbhand

7- Education years of husband 1- (0-6) 2- (7-12) 3-(13+4)

8- Number of labors

9- Number of pregnancies

10- Duration of pregnancies

11- Number of antenatal visits from beginning of pregnancy till now

with this visit



«+ Antenatal Care Services

12- Are you satisfied with number of antenatal care visits or you prefer:

1- increase the number 2- number is good

3- decrease the number 4- do not knew

13- Number of visits for antenatal care is:

1-many  2-good  3-little  4- do not knew

14- In your opinion, the duration between visits is:

1- long duration ~ 2- good duration  3-short  4- do not knew

15- Waiting time to receive care is:

1- hour 2- minute

16- The duration of this waiting time is:

1- long duration  2- good duration  3-short  4- do not knew

17- Are you satisfied with this waiting time:

1- yes 2-no

18- The time you spend with health care provider to provide care:

1- minute

19- The time you spend since your coming till finish receiving care:

1- many 2- good 3- little
20- Are you satisfied with time you spend since your coming till finish receiving

care:

1- yes 2-no

20- Are you satisfied with time you spend with health care provider:

1- yes 2- N0

21- The time you spend with health care provider is enough or you prefer:

1-increase the time  2-timeisgood  3- decrease the time




22- Equipments and supplies are available in the clinic:

1- very good 2- good

3- little

4- do not knew

23- Medications that need pregnant are available in the clinic:

1- very good 2- good
24- Investigations are done in the clinic:

1- yes

3- little

25- Services are accessible for all women:

1- yes

4- do not knew

2-no

2-no

26- A previous appointment system used in the clinic:

1- yes

2-no

27- Are the place of clinic near your residency place:

1- yes
28- Arrival for clinic is easy:

1- yes

29- Are you satisfied with these services:

1- yes

2-no

2-no

2-no

30- Are the women facing difficulty to receive care:

1- yes

31- Women receive care at any time of work day:

1- yes

32- Are there perfect time to provide care:

1- yes

2-no

2-no

2-no

33- When prefer you to provide, is he provide care to you:

1- yes

2-no




34- Is it possible to provide better care:

1- yes 2-no

«» Health care providers (Number, Competence and Training)

35- In your opinion, the care provider who got specialist qualification can
provide better care:
1- yes 2- no 3- do not knew
36- In your opinion, the care provider who got training courses can
provide better care:
1- yes 2- N0 3- do not knew
37- Do you think that it is done to provide better care:
1- yes 2- N0 3- do not knew
38- Health care providers work by more effort on providing care:
1- yes 2- N0 3- do not knew
39- Health care providers in this clinic are competence:

1- yes 2- no 3- do not knew

40- The staff (man power) is enough to provide need care:

1- yes 2- N0 3- do not knew

% Consultation and Medical Advice

41- Consultation and advice is provided to you:
1-verygood 2-good 3-little 4- no information received
42- Do you receive information about health during pregnancy:

1- yes 2- N0 (if yes answer question 43)




43- The received information about health during pregnancy is:

1-very good 2-good 3-little  4- no information received

44- Do you receive information about investigations during pregnancy:

1- yes 2- no (if yes answer question 45)

45- The received information about investigations during pregnancy is:

1-verygood 2-good 3-little  4- no information received

46- - Do you receive information about medications needed during pregnancy:

1- yes 2- N0 (if yes answer question 47)

47- The received information about medications during pregnancy is:

1-verygood 2-good 3-little  4- no information received

48- Do you receive information about labor process:

1- yes 2- N0 (if yes answer question 49)

49- The received information about labor process is:

1-very good 2-good 3-little  4- no information received

50- Do you receive information about breast feeding and family planning:

1- yes 2- N0 (if yes answer question 51)

51- The received information about breast feeding and family planning is:

1-very good 2-good 3-little  4- no information received

52- You received answer or explanation for any matter:

1- very good 2- good 3- little

53- You have a chance to ask freely

1- very good 2- good 3- little

54- Your questions are answered great full:

1- very good 2- good 3- little




55- Consultation and advices are provided clearly to you:

1- very good 2- good 3- little

56- You received explanation and consultation for women even if she did not ask:

1- very good 2- good 3- little

57- The care provider listen carefully to you:

1- very good 2- good 3- little

58- There is special place to provide consultation and medical advice

1- very good 2- good 3- little

« Interpersonal Relationship

59- Are the relation between you and care provider:

1- very good 2- good 3- normal

60- Welcome for you by care provider:

1- very good 2- good 3- little

61- The care provider respect the your complain:

1- very good 2- good 3- little

62- The confidentiality for your information is kept:

1- yes 2-no

63- The privacy is kept for you during care:

1- yes 2-no

64- Verbal conflicts and facing are occurred between you and care providers:

1- yes 2-no

65- Advice for referral to other health centers is provided for you:

1- yes 2- N0




66- | advice my relevant and friends to receive care in this clinic:

1- yes 2-no

67- | want to continue to receive care in this clinic:

1- yes 2- no

68- What are the matters you like in this clinic?
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