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Abstract

The essence of prenatal care is to prepare women for birth and prevent problems for
pregnant women through early detection, alleviation and or management of health
problems that affect mothers and babies during pregnancy. The main aim of this study was
to assess the prenatal care services in the Southern Gaza Governorates based on the
women perspectives. The study adopted cross-sectional design on a non-probability
convenience sample of 300 pregnant mothers in the Southern Gaza governorates, in which.
The researcher used a validated tool for data collection which is the “quality of prenatal
care questionnaire”. Different statistical procedures were used for data analysis including

percentages, mean, independent sample t test, and One-way ANOVA.

The study results revealed that the highest mean of women’s evaluation domain of prenatal
care was information sharing (74.69%), followed by the domain of support and respect
(74.39%). While the lowest mean is the domain of approachability (50.25%). Moreover
factors which affected significantly the women’s evaluation of prenatal care include the
level of women'’s income, prenatal care clinic at the primary health care centers, body mass

index, the presence of risk, the presence of gestational hypertension, and residence.

The study concluded that the women’s evaluation of prenatal care services in the Southern
governorates was not satisfactory especially within two domains: sufficient time provided,
and approachability. The researcher recommends conducting workshops at the level of the
ministry of health to increase the level of the quality of prenatal care services in the
Southern governorates and other governorates. Implementing six approaches of prenatal
care: (approach ability, information sharing, respect and support, availability of service,
approachability, support and respect), which have been mentioned in the current study, is
very important. Further studies should be conducted to reveal other factors which affect the

quality of prenatal care services.
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Chapter One

Introduction

1.1. Background of the Study

Maternal health remains one of the most prominent health challenges in the developing
world. According to World Health Organization (WHO), over 300 million women in the
developing world experience significant maternal morbidity and 99% of maternal deaths
occur in developing countries (Alkema et al., 2016). The essence of prenatal care is to
prepare women for birth and prevent problems for pregnant women, mothers and babies
through early detection, alleviation and or management of health problems that affect
mothers and babies during pregnancy (Lincetto et al., 2010). Prenatal care is an important
determinant of safe delivery and represents a key opportunity for reaching pregnant women
with services that can improve their health and the health of their unborn baby (Biza et al.,
2015).

The success of any prenatal care depends on its policy formulation and implementation
(Arthur, 2012). It also depends on functional and operational continuum of care with
affordable, accessible, high quality care during and after pregnancy and childbirth (Ajayi
and Osakinle, 2013). For prenatal care programme to be effective, important components
of prenatal care must be provided (Arthur, 2012). While increased prenatal care coverage
is a welcome development, prenatal care coverage alone cannot guarantee success of such
services. Besides increase in coverage of prenatal care services, provision of quality
prenatal care services will have the greatest impact on women accessing these services
(Alkema et al., 2016).

It is not sufficient for a pregnant woman to visit prenatal care facility; she must meet
minimum requirements and be offered necessary components of prenatal care. Although
there is no consensus on the indicators for quality of prenatal care (Lincetto et al., 2010), it
may include early initiation and having four or more prenatal care visits and coverage of
essential interventions delivered through prenatal care services (Ajayi and Osakinle, 2013).
Skill of prenatal care providers, staff motivation, budgetary provisions, integration with
other health programmers and availability of consumables, drugs and basic equipment can

seriously impact on the quality of prenatal care services (Kyei et al., 2012). A recently



concluded study found that good quality prenatal care was higher for women attended to
by skilled providers (Lincetto et al., 2010), such studies are not available in the Gaza Strip
where there is a limited infrastructure and deteriorated healthcare services due to limited
financial resources and other important resources. Therefore, the main aim of the current
study is to assess the prenatal care services in the Southern Gaza Governorates based on

the women perspectives.
1.2. Research Problem

Inadequate prenatal care in terms of coverage, quality, and information sharing,
anticipatory guidance, sufficient time, approachability, and availability of the provider; has
been associated with adverse pregnancy outcomes (Titaley et al., 2010). Based on joint
health sector assessment report in Gaza Strip, preterm labor increased and forming
additional burden on maternities and neonatal care units, this may reflects inadequate
prenatal care among women, also the report indicated severe decline in prenatal care in
Gaza Strip (Gaza Strip Joint Health Sector Assessment Report, 2014). On the other hand,
although maternal mortality ratio (MMR) is impacted by many causes including obstetric,
social, cultural and economic factors, adequate use of prenatal care could contribute to
reduction of the ever high MMR (Ajayi and Osakinle, 2013).

Prenatal care in Palestine especially in the Gaza Strip is covered, while its coverage is a
welcome development, prenatal care coverage alone cannot guarantee success of such
services. While patient satisfaction has been the focus of many previous studies related to
prenatal care and number of appointments attended, there is a need for evaluation of the
quality of prenatal care standards based on the components which were mentioned

previously (Nair et al., 2014).

Consequently, there is a need to take a detailed look at the content and quality of prenatal
care and not simply the number of appointments attended (Nair et al., 2014). Also, the
importance of women’s evaluation of prenatal care cannot be over emphasized in terms of
utilization of prenatal care services. Also, it would be expected that in a developing
country like Palestine, many factors which inhibit prenatal care utilization, among which
are; financial constraints, siege and political division, these play a fundamental role in the

quality of prenatal care as well as the difficulties faced by the nurses during providing it.



More importantly, to the best of the researcher’s knowledge; there have been no studies in
the Gaza Strip which considered the “women’s evaluation of prenatal care with the above
mentioned components”, women’s opinions are considered very important and the
ignorance of their opinions regarding these components will have adverse outcome in
terms of pregnancy, delivery and health care system. Moreover, studies on prenatal care in
low income countries such as Palestine have mainly focused on monitoring quantifiable
data such as the number of antennal visits during prenatal care and its effects on pregnancy

outcome (Demographic Health Survey, 2013).
1.3. Justification of the Study

The success of any prenatal care depends on its policy formulation and implementation
(Arthur, 2012). Prenatal care also depends on functional and operational continuum of care
with high quality care (Ajayi & Osakinle, 2013). Also, for effective prenatal care,
important components of must be provided, so, coverage is not only the issue. Besides
increase in coverage of prenatal care services, provision of quality of it will have the
greatest impact on women accessing these services. This study will highlight the
importance of women evaluation of the quality of prenatal care services, also the study will
highlight that it is not sufficient for a pregnant woman to visit prenatal care facility; she

must meet minimum requirements and be offered necessary components of prenatal care.

The components of prenatal care services that have been studied in this study are
information sharing, anticipatory guidance, sufficient time, approachability, and
availability of the provider. These components have not been studied elsewhere in the
Gaza Strip, so it was necessary for the researcher to highlight the importance of these
components for the policy makers at ministry of health and other providers in Gaza Strip.
The study results might stimulate the health care system in Palestine to consider the quality
of prenatal care and the above mentioned components to be implemented in it. Thus it

might have its benefits on the pregnancy outcomes and later on the woman wellbeing.

More importantly, the results of this study might have its benefits on multi levels. Based on
women’s opinions, the study results may explore some shortfalls and gaps in providing
prenatal care, thus it may stimulate the health care system and the key persons in the
ministry of health to make some improvement in the overall system of prenatal care
service. Also, the study results may give alarm saying that the prenatal care protocol in the

Gaza Strip need to be improved. Moreover, the study results might have its benefits on the

3



nurses’ level, it may explore some difficulties which have not been explored elsewhere in
the Gaza Strip, detection of these difficulties will make easier opportunity for overcome

some of it.
1.4. Main aim of the Study

The main aim of this study is to assess the prenatal care services in the Southern Gaza

Governorates based on the women’s perspectives.
1.5. Objectives of the Study

1. To assess the prenatal care services in the Southern Gaza Governorates in terms of
sufficient time provided, availability of the service, information sharing,
approachability, anticipatory guidance, and support and respect.

2. To compare the women’s evaluation of the prenatal care between different
governmental primary health care centres in Southern Governorates.

3. To determine the differences in the women’s evaluation of the prenatal care with
regard to different maternal socio-demographic characteristics.

4. To provide recommendations for the policy makers to improve the prenatal care

and overcoming the difficulties during providing such care.
1.6. Research Questions

1. To what extent are the prenatal care approaches (sufficient time provided,
availability of the service, information sharing, approachability, anticipatory
guidance, and support and respect) are applied in the Southern Gaza Governorates?

2. Is there a significant difference in the women’s evaluation of prenatal care among
governmental primary health care centers in Southern Gaza Governorates?

3. Is there a significant difference in the women’s evaluation of prenatal care with
regard to their different maternal ages?

4. Ts there a significant difference in the women’s evaluation of prenatal care with
regard to their residence?

5. Is there a significant difference in the women’s evaluation of prenatal care with
regard to their different educational levels?

6. Is there a significant difference in the women’s evaluation of prenatal care with

regard to their different levels of income?



7. Is there a significant difference in the women’s evaluation of prenatal care with
regard to their different body mass index?

8. Is there a significant difference in the women’s evaluation of prenatal care with
regard to maternal risk during pregnancy?

9. Is there a significant difference in the women’s evaluation of prenatal care with

regard to the presence of disease during pregnancy?
1.7. Context of the Study

The Palestinian territories consist of two politically separated areas West Bank and Gaza
Strip. Gaza strip is a narrow zone of land bounded of the south by Egypt, on the west by
the Mediterranean Sea, and on the east and north by the occupied territories in 1948. Gaza
strip is very crowded place with 46 kilometers long and 5 —12 kilo-meters wide and with a
total area of 365 km?. Gaza strip is administratively divided into five governorates: North,
Gaza, Mid-zone, Khanyounis and Rafah. It consists of four cities, fourteen villages and

eight refugees’ camps (Palestinian central bureau of statistics {PCBS}, 2016).

1.7.1. Gaza Strip

Gaza Strip has a population of 1,899,291 people. Population density is 5,154 inhabitants
per sq. km?% Gaza Strip has an extremely high population growth rate of over 3.3% and a
fertility rate of 3.8, and as a result some 44.2% of the population is under the age of 15
(PCBS, 2017).

1.7.2. Palestinian Health Care System

The Palestinian Health Care System (PHCS) is consists of four major providers: Ministry
of Health (MOH), United Nation Relief and Work Agency (United Nations Relief and
Works Agency [UNRWA]), Non-Governmental Organizations (NGOs) and for profit
private sector .The main provider MOH is operating 27 hospitals (14 in West Bank and 13
in Gaza Strip) and 743 PHC facilities (583 in WB and 160 in Gaza Strip). Another main
component UNRWA is operating 65 PHC facilities (Health Annual report, 2018).

1.7.2.1. Primary Health Care Centres

Primary health care (PHC) is a major component of Palestinian health care system. PHC

provides preventive, promotional, curative and rehabilitative health care to all Palestinian



people especially for children and other vulnerable groups through MOH, UNRWA, non-
governmental and private centers. PHC centers try to offer accessible and affordable health
services for all Palestinians regardless of geographical locations. According to MOH
policy, PHC centers classified from level | to level IV according to health services they
provided. The total number of governmental PHC centers in the Gaza Strip is 54, and there
are 65 PHC centers operated by UNRWA, while the total number of military health centers
is 20 (Health Annual report, 2018).

1.7.2.2. Mother and Child Health (MCH) Services

In 2017, the total number of pregnant visits to PHC centers was 154,251. The total number
of pregnant women registered (first visit) in the PHC at MoH centers was 34,032, with
coverage of 43.6% of pregnant women; the average visit rate for pregnant women to the

centers during pregnancy was 4.5 visits (Health Annual report, 2018)

Moreover, in 2017, 5,597 pregnant women were referred to high risk pregnancy clinics
which constituted 16.4% of total pregnant women registered in different MoH MCH
clinics, while the total visits to high risk pregnancy centers amounted to 29,495 during the
same period. Jericho & Al Aghwar Governorates recorded the highest rate of referral to
HRP clinics, which reached 25.3% of the total number of registered pregnant women.
While Al-Dhahiriya Center recorded the lowest rate of referral to HRP clinics, which

amounted to 8.7% of all pregnant women registered (Health Annual report, 2018).
1.8. Operational definitions of terms
1.8.1. Prenatal care

It is a routine health care, which is provided for the woman during pregnancy and before
labor, which is credited in the southern primary health care centers manly at prenatal

clinics.
1.8.2. Women’s evaluation of prenatal care

The researcher defined and adopted the women’s evaluation of prenatal care from Heaman
et al. (2014) and Donabedian (2005 ) as the mother opinion toward the structure, process

and outcome of the prenatal care provided, measured by the total score of their opinions



toward six domains in the questionnaire, including: sufficient time, availability,

information sharing, approachability, anticipatory guidance, and support and respect.
1.8.3. Sufficient time

The time that the health care provider spends with the mother answering her questions and
the actual length of the appointment in governmental prenatal clinics, it is measured by the

participants’ answers of their opinions toward this domain.
1.8.4. Availability

Is the knowledge of how to contact the mother’s health care provider and the ease of
communication and availability of governmental prenatal clinic staff, it is measured by the

participants’ answers of their opinions toward this domain.
1.8.5. Information sharing

Defined as ensuring confidentially and sharing of information with the mother to explain
tests and results, it is measured by the participants’ answers of their opinions toward this

domain.
1.8.6. Approachability

The comfort with asking questions with the nurse and health care provider, it is measured

by the participants’ answers of their opinions toward this domain.
1.8.7. Anticipatory guidance

Defined as the extent to which the mother is prepared and feels to make decisions and
knowledge of options. On other wards, the extent to which the health care provider
discussed options with the mother for her labor and birth experience, it is measured by the

participants’ answers of their opinions toward this domain.
1.8.8. Support and respect

Defined as the mother’s feeling of respect and support by the nurse and health care

provider, it is measured by the participants’ answers of their opinions toward this domain.



Chapter Two

Conceptual Framework and Literature Review

2.1. Conceptual Framework

Governmental PHC
prenatal clinics

Mothers' demographic
factors

Sufficient time

Anticipatory guidance
Approachability
Support and Respect

Availability of service

—{ Pregnancy related factors

Women's evaluation of prenatal care
Information sharing

Figure 2.1: Conceptual Framework of the Study (self-developed)

Figure 2.1 clarifies the conceptual framework of the current study; the conceptual
framework consists of four domains, the first 3 domains which are placed at the right of the
figure; considered independent variables, they are: the governmental primary health care
cenetrs, mothers' demographic factors, and pregnancy related factors. The fourth domain
which is placed at the left of the figure; is considered as the dependent variable which is
the women’s evaluation of prenatal care services (information sharing, anticipatory
guidance, approachability, support and respect, availability of service, and sufficient time

provided).
2.2. An Overview

Prenatal care is an important part of preventive medicine and professionals providing this
service can reduce the risk of complications through education, counseling and various
interventions (United Nations Population Fund [UNFPA], 2013). For many years, high

standards of care were considered a luxury particularly in developing countries where



service coverage was largely inadequate (Nwaeze et al., 2013). Women’s evaluation of
prenatal care and its visits significantly influence their assessment of quality of services
that are provided (Kamil and Khorshid, 2013). As a result of this new focus, measurement
of customer satisfaction has become equally important in assessing system performance
(Nwaeze et al., 2013).

Prenatal care can reduce maternal and perinatal morbidity and mortality directly through
the detection and treatment of pregnancy-related illnesses, and indirectly through the
identification of women at increased risk of delivery complications (Biza et al., 2015).
Adesokan (2010) describes prenatal services as the attention, education, supervision and
treatment given to the pregnant women from the time conception is confirmed until the
beginning of labour, in order to ensure safe pregnancy, labour and puerperium. Also,
prenatal care is also an opportunity to promote the use of skilled attendance at birth and
healthy behaviours such as breastfeeding, early postnatal care, and planning for optimal

pregnancy spacing (ldang et al., 2015).

According to de Jongh et al. (2016), integrated prenatal care service delivery results in
improved uptake of essential health services for women, earlier initiation of treatment, and
better health outcomes. Moreover, providing prenatal care has positive impact on the
utilization of postnatal healthcare services and improves use of skilled birth attendance
services (Anastasi et al., 2015). Therefore; prenatal care provides an entry for interventions
which give health workers the opportunity to detect risky conditions that need further
interventions and accordingly refer them for early management which will lead to better

maternal and neonatal outcomes (Afulani, 2015).

Prenatal care provision and accessibility is generally good in Palestine (Yousef, 2016).
This is also true for women living in the Gaza Strip, as antenatal care is provided free of
charge at the primary health care centers that belong to the Palestinian Ministry of Health
or UNRWA.

2.3. Prenatal Care

The prenatal care is the care of a woman during pregnancy and before labor is credited
with the reduction of perinatal mortality over the last 50 years (Zolotor and Carlough,
2014). Prenatal care seeks to mitigate risks and promote positive maternal and neonatal

outcomes (National Institute of Child Health and Human Development , 2017). The earlier



prenatal care is begun, the better (March of Dimes, 2014). This provides an opportunity for
the health care provider to obtain baseline data on physical assessments and laboratory test
results. Women who do not seek prenatal care in a timely fashion often have an underlying
mental illness or substance abuse problem, or may be in denial of their pregnancy
(Friedman et al., 2009).

This averages out to about 1 in 9 infants (11.3% of live births) born to women receiving
inadequate prenatal care in the United States while 1 in 28 (3.6%) women received late or
no prenatal care (March of Dimes, 2014). The goals of prenatal care are: 1) A healthy,
prepared mother having minimal discomforts, 2) Identification of potential problems or
complications as early as possible, 3) Safe delivery of a healthy infant, 4) A prepared
father or partner who participates as much or as little as the couple desire and 5) Prepared

siblings and grandparents (Simpson and Creehan, 2007).

National objectives and quality measures, such as Healthy People 2020 and the Healthcare
Effectiveness Data and Information Set (HEDIS), feature similar goals for quality prenatal
care. These goals include improved timeliness of care and adequate attendance to visits and
postpartum care (Healthy People 2020, 2018). Furthermore, in 2017, UNRWA in the Gaza
Strip registered over 28,000 new enrolments in its pre-conception care programme. This
figure is higher compared to the year 2016 (20,000) and exceeds the Agency-wide target of
20,000 new enrolments, also 98.7% of pregnant women made four antenatal care visits to
UNRWA Health centres and 99.9% of women attended post-natal care appointments
within six weeks of delivery (UNRWA, 2018).

2.3.1. Initial Visit

The timing of initiation of the first antenatal care visit is paramount for ensuring optimal
care and health outcomes for women and children. Globally, there has been a change in the
pattern and type of obstetric outcomes, as a greater proportion of deaths and morbidities
are related to complications of pre-existing medical conditions, namely indirect conditions,
in a phenomenon described as the obstetric transition (Moller et al., 2017). An early
antenatal care visit gives the opportunity to provide screening and tests that are most
effective early in the pregnancy i.e., correct assessment of gestational age to allow for
accurate treatment of preterm labor, screening for genetic and congenital disorders,
provision of folic acid supplementation to reduce the risk of neural tube defects, and
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screening and treatment for iron deficiency anemia and sexually transmitted infections
(Souzaet al., 2014).

Additionally, the visit can potentially capture non-communicable diseases such as diabetes
and provide guidance on modifiable lifestyle risks such as smoking, alcohol consumption,
drug abuse, obesity, malnutrition, and occupational exposures (European Board and
College of Obstetrics and Gynecology “EBCOG” Scientific Committee, 2015). All these
conditions can be detected and treated if early, timely, and high-quality antenatal care is
provided, but beyond the content the antenatal care services need to be available,

accessible, and acceptable (Zolotor and Carlough, 2014).

A comfortable environment, open communication, and the nurse’s attitude will help put the
woman at ease during the initial antenatal visit. The first visit is often quite lengthy. A
complete history is recorded to identify factors that may negatively affect the pregnancy
and a physical examination is performed (White et al., 2011).

2.3.1.1. Comprehensive Health History

During the initial visit, a comprehensive health history is obtained, including age,
menstrual history, prior obstetric history, past medical and surgical history, family history,
genetic screening, lifestyle and health practices, medication or drug use, and history of
exposure to sexual transmitted diseases (Jarvis, 2012). Often, use of a prenatal history form
is the best way to document the data collected. The initial health history typically includes
questions about three major areas: the reason for seeking care; the client’s past medical,
surgical, and personal history, including that of the family and her partner; and the client’s
reproductive history. During the history-taking process, the nurse and client establish the
foundation of a trusting relationship and jointly develop a plan of care for the pregnancy.
Tailor this plan to the client’s lifestyle as much as possible and focus primarily on
education for overall wellness during the pregnancy. The ultimate goal for the first prenatal
visit is to collect baseline data about the woman and her partner and to detect any risk
factors that need to be addressed to facilitate a healthy pregnancy (Jarvis, 2012).

2.3.1.2. Physical Examination during Prenatal Care

The initial physical examination provides the baseline for evaluating changes during future
visits. The physical examination begins with measuring the client’s height and weight and

vital signs. A head-to-toe examination is performed by the health care provider. Special
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attention is given to the assessment of the heart, lungs, pelvis, breasts, and nipples. The
pelvic examination is performed last. The external genitalia are examined for scars,
lesions, or infection. A Pap smear for cervical cancer and a specimen of cervical mucous
for gonorrhoea are usually obtained. A bimanual examination is performed to determine
uterine changes and pelvic size to estimate adequacy of the pelvic opening for delivery
(White et al., 2011).

The pelvic examination provides information about the internal and external reproductive
organs. In addition, it aids in assessing some of the presumptive and probable signs of
pregnancy and allows for determination of pelvic adequacy (Chow et al., 2013). During the
pelvic examination, the mother must remain in the examining room to assist the health care
provider with any specimen collection, fixation, and labeling. Throughout the examination,
explain what is happening and why, and answer any questions as necessaryPelvic size is
estimated by the examiner during the manual examination. The diagonal conjugate
(distance from the lower border of the pubic symphysis to the sacral promontory) is an
estimate of the pelvic inlet. It is generally 11.5 cm. The anteroposterior diameter (9.5 to
11.5 cm), measured from the lower border of the pubic symphysis to the tip of the sacrum,

is an estimate of the pelvic outlet (Ricci et al., 2013).

2.3.1.3. Screening tests

During the first visit, screening tests are performed to determine the mother’s health and to
have baseline data with which to compare subsequent test results. Other screening tests are
gestational age dependent and are ordered at a later time in antenatal pregnancy. Tests may
vary for a specific client but generally include complete blood count, haemoglobin, blood

type, Rh factor, urinalysis, blood glucose and other tests (Katorza and Achiron, 2012).
2.3.2. Return visits

Return visits for an uncomplicated pregnancy generally are: 1) Every 4 weeks for the first
28 weeks, 2) Every 2 weeks during weeks 29 to 36 and 3) Every week, after 36 weeks,
until birth of infant (White et al., 2011).

2.4. World Health Organization’s 2016 Prenatal Care Model

The 2016 WHO prenatal care model aims to provide pregnant women with respectful,

individualized, person centred care at every contact and to ensure that each contact delivers

12



effective, integrated clinical practices (interventions and tests), provides relevant and
timely information, and offers psychosocial and emotional support by practitioners with
good clinical and interpersonal skills working in a well-functioning health system. Given
evidence that perinatal deaths increase with only four prenatal care visits and that an
increase in the number of prenatal care contacts, regardless of the country, is associated
with an increase in maternal satisfaction, WHO recommends a minimum of eight contacts:
five contacts in the third trimester, one contact in the first trimester, and two contacts in the

second trimester (World Health organizations, 2016).

Table 2.1: 2016 WHO Prenatal Care Model

Trimester Contacts
First trimester Contact 1: up to 12 weeks
Second trimester Contact 2: 20 weeks
Contact 3: 26 weeks
Third trimester Contact 4: 30 weeks

Contact 5: 34 weeks
Contact 6: 36 weeks
Contact 7: 38 weeks
Contact 8: 40 weeks

Return for delivery at 41 weeks if not given birth.

Source: World Health organizations (2016)

WHO assumes each country will tailor the new model to its context based on the country’s
defined core package of prenatal care services and consensus on what care is provided at
each contact, who provides prenatal care, where care is provided (which system level), and
how care is provided (platforms) and coordinated across all eight prenatal care contacts
(Blencowe et al., 2016).

2.5. The Importance of Prenatal Care

There are many causes of maternal death around the globe especially in developing
countries. These causes include hypertensive disorders, anemia, hemorrhage, obstructed
labor, unsafe abortion, ectopic pregnancy and specific chronic nutritional deficiencies

(Chow et al., 2013). Routine monitoring of women during their pregnancy can prevent
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death from these complications (Ekabua et al., 2011). For example, a pregnant woman’s
blood pressure can be monitored during her pregnancy through an ultrasound examination;
severe anemia due to deficiencies in iron and foliate can be corrected by introducing iron
and folic acid into the mother’s diet; and dietary interventions during pregnancy can help

to reduce the risk of gestational weight gain (Thangaratinam et al., 2012).

Parental care services therefore present opportunities to provide pregnant women with
interventions that are essential to their health and their welfare (Ejigu et al., 2013). Parental
care is also used as an opportunity to educate women about the hazards and symptoms that
might place them at risk during their labour and delivery (Paudel et al., 2013). For
example, pregnant women are usually advised about their deliveries based on their
pregnancy situation (vaginal delivery vs caesarean section) (Pell et al., 2013). Women are
advised of the importance of delivering with professional assistance and skilled health
personnel, as well as the spacing of births, which improves their health and infant survival
(Dowswell et al., 2010). On the other hand, tetanus immunization during pregnancy is very
essential and parental care is used to protect pregnant women and infants from tetanus
(Babalolf, 2014).

2.6. Nurses’ Role during Prenatal Care

Nurses play a key role in providing a high quality of maternal services throughout the
prenatal period and childbirth that contribute to reduce maternal and perinatal death
(Zauderer, 2009). Trinh and colleagues (2007) stated that the prenatal care provider such as
a nurse has a great impact on the quality of care. Nurses should have moral, ethical and
professional responsibility to provide care to pregnant women (White et al., 2011). They
are responsible for care giving, providing up-to date health education and listening to

clients’ suggestions about the services which women need (Ricci et al., 2013).

To identify those needs, the nursing process is the accepted framework used for assessing,
analyzing, planning, implementing and evaluating nursing care (Zauderer, 2009). Nurses
can take complete health history, perform physical examinations, order and interpret
laboratory investigations, and provide primary care for health maintenance and promotion.
Based on this framework, nurses™ role in prenatal care is: (1) assessment, (2) analysis, (3)

planning, (4) implementation and (5) evaluation (White et al., 2011).
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2.7. Quality of Prenatal Care

In the health care system, quality is one criterion for good care. As well as quality of
prenatal care, it reflects values and goals. Below standard quality contributes high maternal
death especially among those who have easy access health care services (Fawole et al.,
2008). Pregnant women should receive clear and complete information regarding their
condition of pregnancy and care provision (Sword et al., 2012). At the prenatal clinic,
nurses need to provide prenatal care based on the client-oriented personal holistic approach
(Sword et al., 2013). Quality of prenatal care is the standard of care regularly monitored by
trained health personnel. Pregnant women need to initiate prenatal consultation from the
first trimester. At least four prenatal consultations are needed with a doctor or a nurse
(Sword et al., 2013). Quality of prenatal care is focused on the nurse’s role regarding two
dimensions technical care and interpersonal care. Technical care in this study was focused
on the nurse’s assessment and provision of health education to the pregnant women; and
interpersonal care focused on giving them a feeling of psychological well-being (Pajnkihar,
2009).

In light of this evidence that suggests the importance of quality of care and evidence that
reducing the frequency of prenatal visits for low-risk healthy women does not adversely
affect maternal or neonatal outcomes, the need for the usual 14 to 16 visits recommended
by some professional organizations has been questioned (Sword et al., 2012). In fact, a
recommended schedule of fewer visits for such women was proposed over 20 years ago by
an expert panel of the United States (U.S) Public Health Service's Low Birth Weight
Prevention Work Group. This recommendation was based on the assumption that high

quality care is offered (Ricci et al., 2013).

There is no agreement, however, as to what constitutes quality prenatal care. The list of
nine indicators of quality prenatal care developed by a working group of the Royal College
of Obstetricians and Gynaecologists reflect very defined medical aspects of care for
example: Rhesus antibody screening, detection of and use of external cephalic version for
breech presentation, steroid administration in preterm delivery (Sword et al., 2012).
Adherence to evidence-based clinical practice guidelines that are both applicable to the
population of childbearing women and to midwifery practice has been suggested as a

strategy to maintain quality in antenatal care delivered by midwives (Tillett, 2009).
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Kirkham, Harris, and Grzybowski similarly proposed that prenatal care should be based on
"the best available evidence" but added that this evidence should be integrated "into a
model of informed, shared decision making” (Souza et al., 2014). While noting that
medical procedures are important, Alexander and Kotelchuck suggested that parameters
for assessing quality of prenatal care should take into account the provision of health
education, assessment of the need for and referral to ancillary services (e.g., nutrition
support, social services), and the nature of patient-provider-system interactions (Alexander
and Kotelchuck, 2001).

Given the wide variation in opinions about the essential elements of quality prenatal care,
the inconsistency in approaches to assessing quality of prenatal care in the published
literature is not surprising. Research in this area has largely been a theoretical, few studies
have considered women's perspectives, and much of the focus has been on medical or
clinical aspects of care to the exclusion of interpersonal processes. Moreover, studies
seeking to examine the relationships between quality of prenatal care and perinatal
outcomes have been hindered by the lack of a theoretically-grounded and
psychometrically-tested instrument (Sword et al., 2012).

As a first step in instrument development, semi-structured interviews were conducted with
women and prenatal care providers to ascertain their views of quality care. Understanding
what patients value is particularly critical in a prenatal care context as engagement of
women in care is important for early initiation and continuation of care over a relatively
short time period for health promotion, prevention of adverse outcomes, and early
identification of and intervention for health risks (Wheatley et al., 2008). Additionally,
there is evidence that engagement in prenatal care is predictive of future use of preventive

health services, including well-child care (Sword et al., 2012).
2.8. Theoretical Framework of Prenatal Care for this Study

The theoretical framework of Donabedian’s quides the quality of prenatal care developed
in 1966. The quality of prenatal care has been utilized in various nursing research studies
including one study focused on outcomes of preconception care and another on the quality
of prenatal care questionnaire instrument development. Donabedian (2005) attests to the
abstract nature of the concept of quality noting that quality may be almost anything anyone
wishes it to be. Donabedian stated that in order for quality improvement to occur there

must be a known connection between structure, process, and outcome (Donabedian, 2005).
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The model focuses on a three-part approach to quality assessment that includes structure,
process, and outcome. The first arm, titled structure, focuses on the particulars of the
setting where the prenatal care occurs. Process, the second arm, is what actually occurs
during the giving of care. Outcomes, the third arm of the quality of prenatal care, seek to
identify the result of the care. The outcomes arm involves measurement of patient
knowledge, behaviors, and patient satisfaction with care. This framework was chosen for
the study as it was utilized in the development of one of the primary tools, which is the

quality of prenatal care questionnaire (Heaman et al., 2014).

Structure was evaluated through collection of data on the health care system which, for this
particular study, will focus on which method of prenatal care the participant has chosen as
well as quality of prenatal care. The Quality of Prenatal Care Questionnaire (QPCA) was
developed to measure the structure and process aspects of the framework as it related to the
actual provision of care. The QPCQ has two factors which speak directly to structure of

quality of care.

Sufficient time is defined as the time that the provider spends with the patient answering
questions and the actual length of the appointment. Availability is considered structural
and is defined as the knowledge of how to contact the patient’ s provider and the ease of

communication and availability of office staff (Heaman et al., 2014).

Process was evaluated by measuring the interpersonal relationship between patient and
provider, including clinical aspects of process such as health promotion and illness
prevention, screening, shared information, continuity of care, non-medicalization of
pregnancy, and women-centeredness (Sword et al., 2012). More specifically, the QPCQ
has four factors that speak directly to measurement of the process of quality of care;
information sharing, anticipatory guidance, approachability, and support and respect
(Sword et al., 2013).

Information sharing and anticipatory guidance are both focused on clinical and technical
processes. Information sharing is defined as ensuring confidentially and sharing of
information to explain tests and results. How prepared the patient feels to make decisions
and knowledge of options are covered by anticipatory guidance. The interpersonal process
aspect is covered by approachability and support and respect in the QPCQ.
Approachability is defined within this study, as the comfort with asking questions of the
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provider. Support and respect, which are addressed by the largest number of survey items,
are defined as feeling respected and supported by the provider (Heaman et al., 2014).

2.9. Women’s Evaluation of Prenatal Care Services

The content and quality of prenatal care have been measured in different ways. For
example, Beeckman and colleagues recently developed the Content and Timing of Care in
Pregnancy (CTP) tool to assess women’s receipt of recommended content based on
recommendations in national and international guidelines. Participants recorded the timing
and content of prenatal care using diaries. These investigators concluded the content items
need further refinement prior to larger scale testing of the new measure (Beeckman et al.,
2008). Content has also been measured in studies that examined the effect of adherence to
recommended prenatal care content, assessed from medical records, on pregnancy
outcomes (Handler et al., 2012).

Other studies have investigated the impact of enhanced or augmented prenatal services or
new models of care, such as group prenatal care, on outcomes (Ruiz-Mirazo et al., 2012).
The quality of prenatal care has been evaluated using focus groups to explore quality as
experienced by women (Goberna-Tricas et al., 2011), developing audit indicators of
quality of prenatal care, or using checklists, observations and exit interviews (Goberna-
Tricas et al., 2011). Wong and colleagues developed an instrument to measure the quality
of interpersonal processes of care, but this instrument measures only one dimension of
quality. To date, research on the effectiveness of prenatal care has been hindered by the
lack of an instrument that comprehensively measures quality of prenatal care (Heaman et
al., 2014).

Assessment of prenatal care has focused primarily on women’s satisfaction, but often
without clear distinction between the constructs of satisfaction and quality of care.
Research to empirically test the relationships between these variables provides evidence
that perceived quality affects satisfaction with health care, and that quality of care and
consumer satisfaction are distinct constructs. Quality is defined as a judgment or
evaluation of several dimensions specific to the service being delivered, whereas
satisfaction is an affective or emotional response to a specific consumer experience
(Vinagre and Neves, 2008).
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Satisfaction measures tend to include components that are considered elements of quality,
such as structure of service delivery (wait time, continuity of care, physical environment)
and process of care (advice received, explanations given by care provider, technical quality
of care). These instruments have limitations in that they do not discriminate between
quantity and quality of care, generally lack psychometric evaluation, and do not adequately
tap varying dimensions of the uniqueness of prenatal care (Handler et al., 2003). Finally,
satisfaction measures are insensitive, as most women report high levels of satisfaction with

prenatal care, particularly when measured after delivery (Heaman et al., 2014).

Approaches to the assessment of quality of prenatal care have been largely a theoretical.
Among the few studies that have based their selection of measures on a theoretical
framework, the two frameworks most commonly used were Donabedian’s model of quality
and A day and Andersen’s theoretical framework for the study of access to medical care.
The latter model is primarily focused on health service utilization issues (Heaman et al.,
2014). There is a need to develop a theoretically-grounded measure of prenatal care quality
that is distinct from satisfaction measures in order to better evaluate the relationship
between quality of prenatal care and pregnancy outcomes. The conceptual framework
guiding the quality of antenatal care was done using Donabedian’s systems-based model of
quality health care. The framework encompasses a three-part approach to quality
assessment, in which “good structure increases the likelihood of good process, and good
process increases the likelihood of a good outcome” Structure includes attributes of the
setting in which care is provided, such as material and human resources and organizational

structure (Heaman et al., 2014)

The process component reflects the actual care given. There are two processes of care:
clinical or technical, and interpersonal. According to Donabedian, the goodness of
technical performance should be judged in comparison with best practice, while
interpersonal process is the vehicle by which technical care is implemented and includes

information exchange, privacy, informed choice, and sensitivity (Campbell et al., 2000).

In keeping with the findings of qualitative studies that demonstrated the value women
place on the interpersonal processes of prenatal care (including communication, decision-
making and interpersonal style), recent attention has been focused on the conceptualization
of these processes, their measurement, and their impact on women’s satisfaction and

perception of quality of care. Research has demonstrated that ineffective communication is
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a barrier to prenatal care utilization (Heaman et al., 2014). Care provider characteristics,
such as lack of perceived concern and respect, being task focused and conveying an
authoritarian approach, also deter use of prenatal care (Tandon et al.,, 2005). These
characteristics also can be a barrier to women disclosing health concerns. Thus
interpersonal processes are important in keeping women engaged in prenatal care and,

ultimately, in enhancing outcomes (Chew-Graham et al., 2009).

The development of an instrument to measure quality of prenatal care can be informed by
multiple sources, including the available research evidence regarding effective clinical
practices and the perspectives of care providers and women (Heaman et al., 2014). Because
quality of care is determined by the structure of service delivery and service-giving
processes, it encompasses content dimensions through its attention to the technical (e.g.,
physical examinations and tests) and interpersonal (e.g., health promotion counseling)
aspects of care. Care providers are best positioned to comment on clinical aspects of care,
including that which is knowledge-based but does not necessarily have scientific evidence

of effectiveness (Heaman et al., 2014).

Heaman et al. (2014) conducted a study to develop and test a new instrument, the Q
QPCQ. Data were collected in five Canadian cities. Items for the QPCQ were generated
through interviews with 40 pregnant women and 40 health care providers and a review of
prenatal care guidelines, followed by assessment of content validity and rating of
importance of items. The preliminary 100-item QPCQ was administered to 422 postpartum
women to conduct item reduction using exploratory factor analysis. The final 46-item
version of the QPCQ was then administered to another 422 postpartum women to establish

its construct validity, and internal consistency and test-retest reliability.

The study results revealed that the exploratory factor analysis reduced the QPCQ to 46
items, factored into 6 subscales, which subsequently were validated by confirmatory factor
analysis. Construct validity was also demonstrated using a hypothesis testing approach;
there was a significant positive association between women’s ratings of the quality of
prenatal care and their satisfaction with care (r=0.81). Convergent validity was
demonstrated by a significant positive correlation (r=0.63) between the “Support and
Respect” subscale of the QPCQ and the “Respectfulness/Emotional Support” subscale of

the Prenatal Interpersonal Processes of Care instrument.
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Also, the overall QPCQ had acceptable internal consistency reliability (Cronbach’s
alpha=10.96), as did each of the subscales. The test-retest reliability result (Intra-class
correlation coefficient = 0.88) indicated stability of the instrument on repeat administration
approximately one week later. Temporal stability testing confirmed that women’s ratings
of their quality of prenatal care did not change as a result of giving birth or between the
early postpartum period and 4 to 6 weeks postpartum (Heaman et al., 2014).

The study concluded that the QPCQ is a valid and reliable instrument that will be useful in
future research as an outcome measure to compare quality of care across geographic
regions, populations, and service delivery models, and to assess the relationship between

quality of care and maternal and infant health outcomes (Heaman et al., 2014).

Sword et al. (2012) conducted a qualitative descriptive approach to explore women's and
care providers' perspectives of quality prenatal care to inform the development of items for
a new instrument, the quality of prenatal care questionnaire. Semi-structured interviews
were conducted with 40 pregnant women and 40 prenatal care providers recruited from
five urban centres across Canada. The study results revealed that the three main categories
informed by Donabedian's model of quality health care were structure of care, clinical care
processes, and interpersonal care processes. Structure of care themes included access,
physical setting, and staff and care provider characteristics. Themes under clinical care
processes were health promotion and illness prevention, screening and assessment,
information sharing, continuity of care, non-medicalization of pregnancy, and women-
centredness. Interpersonal care processes themes were respectful attitude, emotional
support, approachable interaction style, and taking time. A recurrent theme woven
throughout the data reflected the importance of a meaningful relationship between a

woman and her prenatal care provider that was characterized by trust.

The study concluded that while certain aspects of structure of care were identified as being
key dimensions of quality prenatal care, clinical and interpersonal care processes emerged
as being most essential to quality care. These processes are important as they have a role in
mitigating adverse outcomes, promoting involvement of women in their own care, and
keeping women engaged in care. The findings suggest key considerations for the planning,
delivery, and evaluation of prenatal care. Most notably, care should be woman-centred and

embrace shared decision making as an essential element (Sword et al., 2012).
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Nwaeze et al. (2013) evaluated clients’ perception of antenatal care quality at the
University College Hospital (UCH), Ibadan and determined levels of client satisfaction.
Women presenting for antenatal care at the study center were interviewed in a cross-
sectional design using a structured questionnaire. The study results revealed that the clinic
services were regarded as good in 81.1% of respondents; the only significant association
with clients’ satisfaction was the desire to register in the same facility in the next
pregnancy. The study concluded that there is a high overall level of satisfaction with
antenatal services among pregnant women. Policy makers and health providers should
however address improvement of amenities, reduction of waiting time and ensure that

health interventions are available for all clients (Nwaeze et al., 2013)

Moreover, a study of Fagbamigbe and Idemudia (2013) was conducted to assess the
timeliness of the commencement of the visits as well as the quality and relevance of
prenatal care services in Nigeria. The researchers used information supplied by the 13410
respondents who claimed to have used the antenatal care (ANC) facilities at least once

within five year preceding the 2013 Nigeria Demographic and Household Survey (NDHS).

The study results showed that the measurement of blood pressure and receiving iron
supplementation were the most commonly offered antenatal care ANC component with
91.0 %. Only 4.6 % of women received good quality of ANC while nearly 1.0 % did not
receive any of the components. Also, about 11.3 % of the attendees had minimum
acceptable quality of ANC. Receipt of good quality ANC services was higher among users
who initiated ANC early, had at least 4 ANC visits, attended to by skilled health workers,
attended government and private hospitals and clinics. Moreover, higher odds of receiving
good quality of ANC were found among users who live in urban areas, having higher
educational attainment, belonging to households in upper wealth quintiles and attended to
by skilled ANC provider.

The study concluded that the levels of desirable and minimum acceptable quality of ANC
services were poor in Nigeria thereby jeopardizing efforts to achieve the Millennium
Development Goals (MDGs). There is need for intensified commitment by national and
state governments in Nigeria as well as other stakeholders to ensure that main components

of ANC are received by the users (Nwaeze et al., 2013).

On the other hand Biza et al. (2015) conducted a qualitative study to identify the factors

influencing provider uptake of the recommended package of ANC interventions in
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Mozambique. This study utilized key informant interviews with stakeholders from the
health sector and a total of five focus group discussions with women with experience with

ANC or women from the community.

The study results showed that three main groups of factors were identified that hinder the
implementation of the ANC package in the study setting: a) system or organizational:
include chronic supply chain deficiencies, failures in the continuing education system, lack
of regular audits and supervision, absence of an efficient patient record system and poor
environmental conditions at the health center; b) health care provider factors: such as
limited awareness of current clinical guidelines and a resistant attitude to adopting new
recommendations; and c) Users: challenges with accessing ANC, poor recognition
amongst women about the purpose and importance of the specific interventions provided
through ANC, and widespread perception of an unfriendly environment at the health
center. The study concluded that the ANC package in Mozambique is not being fully
implemented in the three study facilities, and a major barrier is poor functioning of the

supply chain system (Biza et al., 2015).

Also, Dotto et al. (2006) conducted a qualitative study to identify the difficulties nurses
experience at the start of their professional life in prenatal care activities. Data were
collected through interviews with 25 nurses who accompanied prenatal care in the basic
health network in Brazil and were grouped according to the frequency and level of
difficulty they mentioned. The researchers observed that the nurses did not demonstrate
difficulties in a series of important prenatal care activities at the start of their professional
life. However, they reported different levels of difficulties in other activities. Furthermore,
the participants pointed out difficulties in activities that require knowledge (knowing) as
well as abilities (know-how). This study also indicated flaws in undergraduate formation
with respect to prenatal care, involving theoretical aspects as well as exclusively practical
activities (Dotto et al., 2006).

Another quantitative cross-sectional study was conducted by Fatil et al. (2016) in Ondo
State to evaluate the women and providers’ perception, attitude and satisfaction with
antenatal care using the new Focused Antenatal care (FANC) model as this information
will improve quality of ANC provided for women in Ondo state. The study results revealed
that there is a significant relationship between perception and attitude towards FANC

among Nurses, and there is a significant difference in the perceived satisfaction among
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women in FANC and traditional ANC indicating that the women in FANC are more
satisfied.

The study concluded that the benefits of quality maternal health service especially
antenatal care cannot be overemphasized. Focused antenatal care practice can be enhanced
by establishing link between the community and the health facility in order to increase
utilization of the services offered by the new WHO package. Therefore, there is need for
the implementation of focused ante natal care at all levels of healthcare delivery system in
Nigeria (Fatil et al., 2016).

Additionally, Rurangirwa et al. (2018) conducted a facility-based, cross-sectional study to
investigate the ANC providers’ current practices in relation to prevention, management and
referral of maternal conditions as well as the information provided to pregnant women
attending ANC services in Rwanda using an interviewer-administered questionnaire and a

structured observation checklist.

The study results revealed that the nurses and midwives in ANC services failed to report a
number of pregnancy-related conditions that would need urgent referral to a higher level of
health care. Midwives did somewhat better than nurses in reporting these conditions. There
was no statistically significant difference in how nurses and midwives informed pregnant

women about pregnancy-related issues.

The study concluded that the providers in ANC clinics reported suboptimal practices on
conditions of pregnancy that needed urgent referral for adequate management. Information
to pregnant women on danger signs of pregnancy, recommended medicines and tests do
not seem to be consistently provided. Midwifery training in Rwanda should be expanded
so that most of staff at ANC clinics are trained as midwives to help lower maternal and
child mortality and morbidity (Rurangirwa et al., 2018).

Furthermore, Edie et al. (2015) conducted an observational analytic cross-sectional study
amongst pregnant women attending selected government health centres in the Buea Health
District. The study results revealed that one third of respondents (30.1%) attended a health
centre out of their catchment health area with Buea Town health centre receiving the
highest proportion of women out of the health area (56.8% of attendees). Knowledge about
antenatal care varied and majority of respondents (96.4%) were satisfied with the antenatal

services received. However, there were elements of dissatisfaction with health centre
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services, poor sitting facilities, amenities, few health education talks and poor nursing
skills. High educational level (high school and university) and first time pregnancy were
significantly associated with poor satisfaction. The study concluded that policy makers
should implement changes in the health care delivery system taking into account the users’
preferences, more so in the light of increasing female education in Cameroon (Edie et al.,
2015).

Doubova et al. (2014) also conducted a study to develop quality indicators for ANC and to
evaluate the quality of ANC in family medicine clinics (FMCs) of Mexico City. The
researchers have used a mixed methods approach including: (a) in-depth interviews with
health professionals; (b) development of indicators; (c) a retrospective cohort study of
quality of care provided to 5342 women aged 12-49 years who had completed their
pregnancy in 2009 and attended to at least one ANC visit with their family doctor.

The study results revealed that 14 ANC quality indicators were developed. The evaluation
showed that 40.6% of women began ANC in the first trimester; 63.5% with low-risk
pregnancy attended four or more ANC visits; 4.4% were referred for routine obstetric
ultrasound, and 41.1% with vaginal infection were prescribed metronidazole. On average,
the percentage of recommended care that women received was 32.7%. The study
concluded that it is feasible to develop quality indicators suitable for evaluating the quality
of ANC using routine EHR data. The study identified the ANC areas that require
improvement; which can guide future strategies aimed at improving ANC quality
(Doubova et al., 2014).
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Chapter Three
Methodology

3.1. Introduction

The chapter of methodology illustrates the issues related to methodologies used to answer
the research questions, the chapter commences with study design, study population, study
setting, period of the study, sample size, sampling, ethical considerations, and statistical

methods that have been used.
3.2. Study design

The design of this study is a quantitative cross-sectional. This type of design is useful for
describing and analyzing the study construct because it's suitable in term of people,

resources and it is relatively practical and manageable.
3.3. Study Setting

This study was carried out at governmental primary health care centers in the southern
governorates (Khanyounis and Rafah) mainly at prenatal care clinic services.

3.4. Study population

The target population of this study consisted of the pregnant women’s who were attending
the prenatal care services at governmental primary health care centers in the Southern
governorate during their pregnancy. The total number of pregnant women in the Southern
Gaza governorates is 1650 (MoH, 2018).

3.5. Sample size and sampling process

For prenatal care clinics were selected randomly from the governmental health care centers
in the Southern Gaza governorates, two governmental health care centers were selected
randomly from Rafah and two were selected from Khanyounis. The two which have been
selected from Khanyounis are: Khanyounis primary health care center and Bani-Suhaila
center, while the two which have been selected from Rafah Governorate are: Rafah

primary health care center and Tal-Sultan center. After that, a non-probability convenience
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sampling method was applied to select the women who attending the prenatal care services
in the selected primary health care cenetrs based on the inclusion and exclusion criteria.

Sample size was calculated by single population proportion formula for cross-sectional
studies based on the previous studies and based and the number of study population
(power=0.8, CI: 95.0, 0=0.05). After calculation, the sample was 312, Quota sampling
method was applied to select the women from the four selected health care centers, in
which 78 women were selected from each primary health care center. In the current study,

300 women have responded to participate in the study with a response rate 96.15%.
3.6. Eligibility Criteria
3.6.1. Inclusion criteria

- Received prenatal care in the PHC centers.

- Women after 20 weeks of their pregnancy.

- No previous prenatal care done outside the current pregnancy confirmation visit
- No prior fetal demise (death after 20 weeks’ gestation)

- Carrying a singleton pregnancy.
3.6.2. Exclusion criteria

- Women who do not complete prenatal care with the same clinic for their entire
pregnancy.
- Women who are not interested to participate in this study.

- Women with psychological problems.

3.7. Instrument of the study

An interview questionnaire was used in the current study. Quality of prenatal care
questionnaire (QPCQ) adopted from Heaman et al. (2014) was used. The questionnaire
measures quality of prenatal care on a 5 point Likert scale with 0 (strongly disagree) and 4
(strongly agree). The QPCQ measures the quality of prenatal care through six subscales:
information sharing, anticipatory guidance, sufficient time, approachability, availability,
and support and respect. The sum value of the QPCQ is computed as a total score and

ranged from O - 180, the higher values indicating higher quality of prenatal care as
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evaluated by the women. The instrument has reverse scores for some items to ensure that

participants read the questions and do not merely respond based upon boredom or ease.

3.7.1. Questionnaire design and measurement

The first part of the questionnaire represented socio-demographic characteristics of the
women and some questions related to their pregnancy such as her age, level of education,

income, and etc.

The second part consisted of the questions related to the women’s evaluation of prenatal
care. The domain of anticipatory guidance has 11 items and focuses on providers sharing
information, and educating patients on reasons for testing and results. Questions include: 2,
4,10, 12, 15, 19, 23, 26, 30, 41, and 45. It was measured on a 5 point Likert scale with 0
(strongly disagree) and 4 (strongly agree), the total score for this domain is 44.

The domain of information sharing has 9 items which measure how the participants felt
their provider discussed options with them for their labor and birth experience. Questions
include: 3, 6, 11, 16, 21, 32, 38, 42, and 44. It was measured on a 5 point Likert scale with

0 (strongly disagree) and 4 (strongly agree), the total score for this domain is 36.

The domain of sufficient time has 5 items that measures how much time the provider spent
talking with the participant and addressing any questions they may have. Questions
include: 1, 8, 17, 29, and 43. It was measured on a 5 point Likert scale with 0 (strongly

disagree) and 4 (strongly agree), the total score for this domain is 20.

The domain of approachability has 4 items. Questions include: 14, 22, 27, and 39. It was
measured on a 5 point Likert scale with 0 (strongly disagree) and 4 (strongly agree), the

total score for this domain is 16.

The domain of availability of the service has 4 items and included availability of the office
staff and the health care provider to answer to questions or concerns. Questions include: 9,
31, 34, and 37. It was measured on a 5 point Likert scale with 0 (strongly disagree) and 4

(strongly agree), the total score for this domain is 16.
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The domain of support and respect has 12 items. Questions include: 5, 7, 13, 40, 8, 20, 24,
25, 28, 33, 35, and 36. It was measured on a 5 point Likert scale with 0 (strongly disagree)

and 4 (strongly agree), the total score for this domain is 48.

3.8. Pilot study

Pilot study was conducted on 30 women before the start of actual data collection, in order
to provide feedback about the questionnaire and ensure validity and reliability of

guestionnaire.
3.9. Validity and Reliability

Although the instrument have been previously validated for construct validity and
reliability, the questionnaire was submitted to experts panel with experience and
knowledge about the adequacy of the instrument to evaluate and identify whether the
questions agreed with the scope of the items and the extent to which these items reflect the
concept of the research problem and to evaluate that the instrument used is statistically
valid and that the questionnaire is designed well enough to provide relations and examined

variables. Also, reliability coefficient was measured using Cronbach’s coefficient alpha.
3.9.1. Cronbach’s coefficient alpha

Techniques of measuring variables should be reliable to show the degree of stability and
consistency of the questionnaire. As it gives the same results each time the factor is
measured, it was reliable. This method is used to measure the reliability of the
questionnaire between each field and the mean of the whole fields of the questionnaire. As
shown in table 3.1 the results are in the range from 0.750 and 0.927. This range is
considered good to excellent; the result ensures the reliability of the questionnaire,
meaning that the instrument is reliable to measure the objectives of the study. Also, the
total Cronbach’s coefficient alpha for all questions is 0.853 which is very good, meaning
that the questions with its scale are reliable enough to measure the purpose of the study.
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Table 3.1: Cronbach's Alpha for reliability for all domains

Domains No. of Cronbach’s
Items coefficient alpha
Information sharing 9 0.927
Anticipatory guidance 11 0.903
Sufficient time provided 5 0.856
Approachability 4 0.750
Availability of the service 4 0.821
Support and respect 12 0.802
Total 45 0.853
3.9.2. Internal consistency

Internal consistency of the questionnaire was measured by a pilot sample, which consisted

of thirty questionnaires, through measuring the correlation coefficients between each

paragraph in one field and the whole filed. The results showed that the p-Values for the

majority of the questions are significant at 0.01 and 0.05 level, so it can be said that the

paragraphs of these questions are consistent and valid to measure what it was set for.

Table 3.2: Correlation coefficient for the domain of sufficient time provided and total

degree of the domain

No o ) ) Pearson
: Sufficient Time Provided ) P value
correlation
1 | had as much time with my personal care
: _ 0.658™ 0.000
provider(s) as | needed
2 My prenatal care provider (s) was rushed 0.334 0.072
My prenatal care provider(s)always had time to
3. Y P _ P (s)alway 0.570" 0.001
answer my questions
My prenatal care provider(s) made time for me to
4. yP P ©) 0.322 0.082
talk
5 My prenatal care provider(s) took time to listen 0.951" 0.000

“Correlation is significant at the 0.01 level (2-tailed)

“Correlation is significant at the 0.05 level (2-tailed)
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Table 3.3: Correlation coefficient for the domain of availability of the service and

total degree of the domain

No. Availability of the Service Pearso.n P value
correlation

6. | knew how to get in touch with my prenatal care 0.846™ 0.000
provider(s)

7 My prenatal care provider(s) was available when 1 0.725™ 0.000
had questions or concerns

8 | could always reach someone in the office clinic if | 0.436" 0.016
needed something

9 | could reach my prenatal care provider(s) by phone 0.772" 0.000
when necessary

Table 3.4: Correlation coefficient for the domain of information sharing and total

degree of the domain

No. Information Sharing Pearso_n P value
correlation
10 I was given adequate information about prenatal 0.715™ 0.000
' tests and procedures
11, I was always given honest answers to my questions 0.383" 0.037
12 Everyone involve in my prenatal care received the 0.736™ 0.000
' important information about me.
13 I was screened adequately for potential problems 0.495 0.005
' with my pregnancy
14 The results of tests were explained to me in a way | 0.961" 0.000
' could understand
15, My prenatal care pr_ovider(s) gave straight forward 0.513" 0.004
answers to my questions
16 My prenatal care provider(s) gave me enough 0.879" 0.000
' information to make decisions for myself
17, My prenatal care provider(s) kept my information -.079- 0.684
confidential
18, | fully understood the reasons for blood work and 0.957" 0.000
other test my prenatal care provider(s) ordered for
me
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Table 3.5: Correlation coefficient for the domain of approachability and total degree

of the domain

No N Pearson
* | Approachability ) P value
correlation

19 My prenatal care provider (s) was abrupt with me 0579 0.001

20 | was rushed during my prenatal care visits 0.762" 0.000
My prenatal care provider(s) made me feel like | was

21. y? o P ©) 0.621* 0.000
wasting their time
| was afraid to ask my prenatal care provider(s

22. _ P P ©) 0.517* 0.003
question

“Correlation is significant at the 0.01 level (2-tailed)
“Correlation is significant at the 0.05 level (2-tailed)

Table 3.6: Correlation coefficient for the domain of anticipatory guidance and total

degree of the domain

No. Anticipatory Guidance Pearso_n P value
correlation

23, My prenata_ll care provider(s) gave me options for my 0.409° 0025
birth experience

o4, | was given enc_nugh information to meet my needs 0626~ 0.000
about breastfeeding

25 My prenatal care provider(s) prepared me for my birth 0797~ 0.000
experience

26. My prenatal care proylder(s) spent time ta_llkmg with 0.768" 0.000
me about my expectations for labor and delivery

27, | was given enough information about the safety of 0.722" 0.000
moderate exercise during pregnancy

8. I received adequate information about my diet during 0.580° 0.001
pregnancy

29, My prenatal care prowd_er (s) was interested in how 0.583° 0.001
my pregnancy was affecting my life

30, I was linked to programs in the community that were 0.788" 0.000
helpful to me

31 (Ij rgcelved adequate information about alcohol use 0.814" 0.000

uring pregnancy

30, | was given adequate information about depression in 0.698" 0.000
pregnancy

33, M_y prenatal care provider(s) took time to ask about 0.613" 0.000
things that were important to me

“Correlation is significant at the 0.01 level (2-tailed)

“Correlation is significant at the 0.05 level (2-tailed)
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Table 3.7: Correlation coefficient for the domain of support and respect and total
degree of the domain

No Pearson
: Support and Respect ) P value
correlation

34, My prenatal care provider(s) respected me 0.761" 0.000
My prenatal care provider(s) respected my knowledge

35. P , P (8) resp Y 1 080 0.000
and experience

36. My prenatal care provider(s) was patient 0.725" 0.000
| was supported by my prenatal care provider(s) in

37. _ PP Y _y P P ) 0.637" 0.000
doing what | felt was right for me

38 My prenatal care provider(s) supported me 0.853" 0.000
My prenatal care provider(s) paid close attention

39. v P _ P P 0.868" 0.000
when | was speaking

40. My concerns were taken seriously 0.757" 0.000

a1 I was in control of the decisions being made about my

: 0.476" 0.008

prenatal care

12, My prenatal care provider(s) supported my decisions 0.456" 0.011

43, | was at ease with my prenatal care provider(s). 0.676 0.000
My values and beliefs were respected by my prenatal

44. Y P ymye 0.868 0.000

care provider(s)

My decision were respected by m renatal care
45. Y _ P y e 0.756 0.003
provider(s)

“"Correlation is significant at the 0.01 level (2-tailed)

“Correlation is significant at the 0.05 level (2-tailed)

3.10. Statistical Analysis

To achieve the goal of the study, the researcher used the statistical package for Social
Science (SPSS version 22) for analyzing the data. Statistical procedure that have been used
include: descriptive statistics such as frequencies and percentages, independent sample t
test, and One-Way ANOVA.
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3.11. Ethical Consideration

Ethical considerations were followed for conducting this study; ethical approval was
obtained from Al-Quds University, Helsinki committee, and the ministry of health to visit
an collect data from the primary healthcare centers. Informed consent was obtained from

all women as well to participate in the study.
3.12. Period of the Study

The study was conducted during the period from May 2018 to February 2019.
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Chapter Four
Results of the Study

4.1. Introduction

This chapter illustrates the results of statistical analysis of the data, including descriptive
analysis that presents the socio -demographic characteristics of the study sample and
answers to the study questions. The researcher used simple statistics including frequencies,
means and percentages, also independent sample t test, and One-way ANOVA.

4.2. Descriptive Characteristics of the Sample

Table 4.1: Sample Distribution According to the Participants’ Residence, Age groups,

and Educational qualification (n=300)

Variables Number Percentage (%)
_ Rafah 150 50.0
Residence :
Khanyounis 150 50.0
Less than 25 years 97 32.3
25-30 years 99 33.0
Age groups
31-35 years 69 23.0
More than 35 years 35 11.7
Iliterate 10 33
Educational Primary / Elementary 19 6.3
qualification Secondary 143 47.7
University 128 42.7

Table 4.1 shows the distribution of study participants’ according to their residence, age
groups, and educational qualifications. The table shows that half (50.0%) of the women
included in the current study are from Khanyounis and half of them are from Rafah
governorate. The table also shows that 33.0% of the study women are between 25 and 30
years, 32.3% are less than 25 years old, while 23.0% are between 31 and 35 years old.
Moreover, the table shows that 47.7% of the women have secondary school, 42.7% have

university, and 3.3% are illiterate.
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4.3. Sample Distribution According to the Participants’ Working Status and their

Level of Income

Table 4.2 Sample Distribution According to the Participants’ Working Status and

their Level of Income (n=300)

Variables Number Percentage (%0)
_ Working 7 2.3
Working status i
Not working 293 97.7
Below 1000 Shekel 227 75.7
1000- 1500 61 20.3
Income
More than 1500 12 4.0
Total 300 100.0

Table 4.2 shows the distribution of study participants with regard to their working status
and their income. The table shows that the vast majority (97.9%) of the women are not
working, and only 2.3% of them are working. Also, 75.7% of the women have an average
family income less than 1000 Shekel, 20.3% have income between 1000 — 1500 Shekel,
while 4.0% have income of more than 1500 Shekel.

4.4. Sample Distribution According to the Health Care Centers Included in the
Study

m Tal-sultan Center
m Rafah Center
Khanyounis Center

m Bani suhaila Center

Figure 4.1: Health Care Centers Included in this Study

36



Figure 4.1 shows the distribution of the women based on health care centers they have had
follow up. The figure shows that there are four primary health care centers distributed
equally between Rafah and Khanyounis Governorate, in which there are the same number

of women between each center (25.0% of the women each).

4.5. Sample Distribution According to the Participants’ Number of Pregnancies

® Primi Gravida
m Multi Gravida

Figure 4.2: Participants’ Number of Pregnancies

Figure 4.2 shows the distribution of the women based on the number pf pregnancies. The

figure shows that 75.7% of the women are multi gravida, while 24.3% are primi gravida.

4.6. Sample Distribution According to the Participants’ Number of Deliveries

® Primi Para
m Multi Para

Figure 4.3: Participants’ Number of Deliveries

Figure 4.3 shows the distribution of the women based on the number of deliveries. The

figure shows that 75.3% of the women are multi para, while 24.7% are multi para.
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4.7. Assessment of the prenatal care services in the Southern Gaza Governorates

Table 4.3: Assessment of the prenatal care services in the Southern Gaza

Governorates
Domain Number of Maximum Mean Mean% *°
items score score
Sufficient time provided 5 20.0 13.13 65.65
Availability of the service 4 16.0 11.64 72.75
Information sharing 9 36.0 26.89 74.69
Approachability 4 16.0 8.04 50.25
Anticipatory guidance 11 44.0 30.19 68.61
Support and respect 12 48.0 35.71 74.39
Total 45 180.0 125.59 69.77

& Calculated by dividing the mean score of the domain by the maximum score of the same domain

The table shows the assessment of the prenatal care services in the southern Gaza
Governorates in the main six domains with mean and its mean percentage. The total
number of items in each domain and the maximum score for each domain are illustrated.
The highest mean domain of the women’s evaluation of prenatal care services in the
current study is information sharing (26.89 out of 36.0) with mean percentage 74.69%,
followed by the domain of support and respect (35.71 out of 48.0) with mean percentage
74.39%. While the lowest mean is the domain of approachability (8.04 out of 16.0) with
mean 50.25%. The table shows also that the total mean percentage of the women’s

evaluation of prenatal care services is 69.77%.

Table 4.4: Classification of Women’s Evaluation of Prenatal Care

Classification Frequency Percentage
Not-satisfied (<126) ? 144 48.0
Satisfied (>126) 156 52.0

& Median score (126.0) was considered as a cut of point

The table shows that 48.0% of the women have evaluated the prenatal care with score

which is not-satisfactory, while the rest (52.0%) have evaluated it with a satisfactory score.
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4.8. Assessment of the prenatal care services in the Southern Gaza Governorates in

terms of sufficient time provided

Table 4.5: Mean and Mean Percentage of sufficient time provided for the Pregnant

Women

Mean

No Sufficient Time Provided Mean | SD 0%
0
1 | had as much time with my personal care provider(s)
334 | 068 | 835
as | needed

2 My prenatal care provider (s) was rushed 151 | 1.05 | 37.75

3 My prenatal care provider(s)always had time to answer
294 | 0.77 | 735

my questions

4 My prenatal care provider(s) made time for me to talk 288 | 0.81 | 72.0

5 My prenatal care provider(s) took time to listen 247 | 1.06 | 61.75

Total 13.13 | 2.25 | 65.65

Calculated by dividing the mean score on 4 (maximum score for each item)

The table shows the mean and mean percentage of sufficient time provided for the
pregnant women during prenatal care. The maximum score for each item is 4, and the
lowest one is 0. The highest mean score in this domain is the item “l had as much time
with my personal care provider(s) as I needed” with mean percentage 83.50%, followed by
“My prenatal care provider(s)always had time to answer my questions” with mean
percentage 73.50%. While the lowest mean score is “My prenatal care provider(s) took

time to listen” with mean percentage 61.75%.
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4.9. Assessment of the prenatal care services in the Southern Gaza Governorates in

terms of availability of the service

Table 4.6: Mean and Mean Percentage of availability of the services in the

Governmental health Centers

Mean

No Availability of the Service Mean | SD
%

I knew how to get in touch with my prenatal care
1 2.73 | 0.71 | 68.25
provider(s)

My prenatal care provider(s) was available when | had
5 300 | 086 | 750
questions or concerns

I could always reach someone in the office clinic if |
3 291 | 090 | 72.75
needed something

I could reach my prenatal care provider(s) by phone
4 3.01 | 091 | 75.25

when necessary

Total 1164 | 2.29 | 72.75

The table shows the mean and mean percentage of availability of the services in the
Governmental primary health care centers. The highest mean score in this domain is the
item “I could reach my prenatal care provider(s) by phone when necessary” with mean
percentage 75.25%, followed by “My prenatal care provider(s) was available when | had
questions or concerns” with mean percentage 75.0%. While the lowest mean score is “I
knew how to get in touch with my prenatal care provider(s)” with mean percentage

68.25%.
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4.10. Assessment of the prenatal care services in the Southern Gaza Governorates in

terms of information sharing

Table 4.7: Mean and Mean percentage of information sharing

Mean

No Information Sharing Mean | SD o
0

1 I was given adequate information about prenatal tests
312 1080 | 780
and procedures

2 | was always given honest answers to my questions 3.09 |0.70 | 77.25

3 | Everyone involve in my prenatal care received the
_ _ _ 3.06 0.71 76.5
important information about me.

4 I was screened adequately for potential problems with
297 | 0.65 | 74.25
my pregnancy

5 | The results of tests were explained to me in a way |
291 |0.86 | 7275
could understand

6 My prenatal care provider(s) gave straight forward
) 3.13 | 0.70 | 78.25
answers to my questions

7 My prenatal care provider(s) gave me enough
_ _ o 298 | 0.78 | 745
information to make decisions for myself

8 M renatal care provider(s) kept my information
y P P ©) P y 3.08 0.78 77.0
confidential

9 | fully understood the reasons for blood work and other
) 254 |1.02| 635
test my prenatal care provider(s) ordered for me

Total 26.89 | 3.43 | 74.69

The table shows the mean and mean percentage of availability of information sharing. The
highest mean score in this domain is the item “My prenatal care provider(s) gave straight

forward answers to my questions” with mean percentage 78.25%, followed by “l was

41



given adequate information about prenatal tests and procedures” with mean percentage
78.0%. While the lowest mean score is “I fully understood the reasons for blood work and

other test my prenatal care provider(s) ordered for me” with mean percentage 63.5%.

4.11. Assessment of the prenatal care services in the Southern Gaza Governorates in

terms of approachability

Table 4.8: Mean and Mean Percentage of Approachability

No Approachability Mean | SD | Mean %
1 | My prenatal care provider (s) was abrupt with me 1.53 1.07 38.25
2 | I was rushed during my prenatal care visits 1.99 1.22 49.75

3 | My prenatal care provider(s) made me feel like | was
2.47 1.09 61.75
wasting their time

4 |1 was afraid to ask my prenatal care provider(s)
2.06 1.18 51.5
question
Total 8.04 3.03 50.25

The table shows the mean and mean percentage of availability of approachability. The
highest mean score in this domain is the item “My prenatal care provider(s) made me feel
like | was wasting their time” with mean percentage 61.75%, and “My prenatal care
provider (s) was abrupt with me” with mean percentage 38.25%, in which this item is
reverse coded and the real mean percentage is 61.75 (100 — 38.25). While the lowest mean

score is “I was rushed during my prenatal care visits” with mean percentage 49.75%.
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4.12. Assessment of the prenatal care services in the Southern Gaza Governorates in
terms of anticipatory guidance

Table 4.9: Mean and Mean Percentage of Anticipatory Guidance

Mean
%

3.06 | 086 | 76.5

No Anticipatory Guidance Mean | SD

1 My prenatal care provider(s)gave me options for my
birth experience

2 | was given enough information to meet my needs

about breastfeeding 3.02 | 090 | 755

3 My prenatal care provider(s) prepared me for my birth

. 259 | 0.81 | 64.75
experience

4 | My prenatal care provider(s) spent time talking with me

about my expectations for labor and delivery 2.92 1076 | 730

5 I was given enough information about the safety of 257 | 0.96 | 6425
moderate exercise during pregnancy ' ' '

6 | received adequate information about my diet during 305 | 080 | 76.25
pregnancy

7 My prenatal care provider (s) was interested in how my

pregnancy was affecting my life 2.95 | 0.85 ) 73.75

8 | was linked to programs in the community that were 297 | 116 | 56.75
helpful to me
9 | received adequate information about alcohol use

. 288 | 093 | 720
during pregnancy

10 | I was given adequate information about depression in
pregnancy

2.67 | 1.02 | 66.75

11 | My prenatal care provider(s) took time to ask about

things that were important to me 221 | 119} 95.25

Total 30.19 | 5.87 | 68.61

The table shows the mean and mean percentage of anticipatory guidance. The highest
mean score in this domain is the item “My prenatal care provider(s) gave me options for
my birth experience” with mean percentage 76.50%, followed by “I received adequate
information about my diet during pregnancy” with mean percentage 76.25%. While the
lowest mean score is “My prenatal care provider(s) took time to ask about things that were

important to me” with mean percentage 55.25%.
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4.13. Assessment of the prenatal care services in the Southern Gaza Governorates in

terms of Support and Respect

Table 4.10: Mean and Mean Percentage of Support and Respect Given by Prenatal

Health Care Providers

M
No Support and Respect Mean | SD ;an
(o]
1 My prenatal care provider(s) respected me 308 | 084 | 770

2 My prenatal care provider(s) respected my knowledge

. 2.93 0.76 | 73.25
and experience

3 | My prenatal care provider(s) was patient 259 | 0.81 | 64.75

4 I was supported by my prenatal care provider(s) in

. . 2.86 0.91 71.5
doing what | felt was right for me

5 My prenatal care provider(s) supported me 3.08 081 | 77.0

6 My prenatal care provider(s) paid close attention when

. 3.00 0.61 75.0
I was speaking

7 My concerns were taken seriously 2.87 0.79 | 7175

8 I was in control of the decisions being made about my

2.89 0.81 | 72.25
prenatal care

9 My prenatal care provider(s) supported my decisions 3.09 071 | 77.25

10 | I was at ease with my prenatal care provider(s). 3.02 074 | 755

11 | My values and beliefs were respected by my prenatal

. 3.13 0.75 | 78.25
care provider(s)

12 | My decision were respected by my prenatal care

. 2. . 74,
provider(s) % | 0.80 0

Total 3571 | 5.26 | 73.95

The table shows the mean and mean percentage of support and respect. The highest mean
score in this domain is the item “My values and beliefs were respected by my prenatal care
provider(s)” with mean percentage 78.25%, followed by “My prenatal care provider(s)
supported my decisions” with mean percentage 77.25%. While the lowest mean score is

“My prenatal care provider(s) was patient” with mean percentage 64.75%.
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4.14. Women’s Evaluation of Prenatal Care and Age Groups of the Mothers

Table 4.11: Differences in the Women’s Evaluation of Prenatal Care with Regard to

Age Groups of the Mothers

Variable | N | Mean(SD) | F (df) | Pvalue”
Sufficient time provided

< 25 years 97 13.12 (2.31)
25 — 30 years 99 13.21 (2.40)
31 — 35 years 69 13.28 (2.14) 0.736 (3, 296) 0.531
>35 years 35 12.62 (1.81)

Availability of the service
< 25 years 97 11.47 (2.64)
25 — 30 years 99 11.31 (2.29)
31— 35 years 69 | 1202 (203 | 2#°8(3:296) | 0063
>35 years 35 12.28 (1.38)

Information sharing

< 25 years 97 26.77 (3.99)
25 — 30 years 99 26.39 (3.59)
31— 35 years 69 | 2749 (263) | L79°(329) | 0148
>35 years 35 27.48 (2.46)

Approachability
< 25 years 97 8.17 (3.26)
25 — 30 years 99 8.15 (3.14)
31 — 35 years 69 7.97 (2.87) 0.508 (3.296) 0.677
>35 years 35 7.48 (2.31)

Anticipatory guidance
< 25 years 97 30.77 (5.64)
25 — 30 years 99 29.00 (6.77)
31 — 35 years 69 30.55 (5.12) 2.166 (3.296) 0.092
>35 years 35 31.25 (4.74)

Support and respect
< 25 years 97 35.71 (5.86)
25 — 30 years 99 34.91 (5.75)
31 — 35 years 69 36.43 (3.94) 1481 (3.296) 0.220
>35 years 35 36.54 (4.00)

Total Women’s evaluation of prenatal care
< 25 years 97 | 126.19 (18.91)
25 — 30 years 99 | 122.91 (18.13)
31 — 35 years 69 | 127.59 (14.69) 1.325 (3.296) 0.266
>35 years 35 | 127.57 (11.91)

One way ANOVA

The table shows that there are no significant differences in the mean score of women’s
evaluation of prenatal care services in all domain (sufficient time provided, availability of

the service, information sharing, approachability, anticipatory guidance, and support and
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respect) with regard to women’s age groups (p>0.05). Also, there are no significant
differences in the total mean score of women’s evaluation of prenatal care services with

regard to their age groups (p>0.05).
4.15. Women’s Evaluation of Prenatal Care and Mothers’ Level of Income

Table 4.12: Differences in the Women’s Evaluation of Prenatal Care with Regard to

Mothers’ Level of Income

Variable | N | Mean(SD) | F (df) | Pvalue’

Sufficient time provided
Below 1000 Shekel 227 13.07 (2.13)
1000 — 1500 Shekel 61 13.54(2.52) 2.198 (2, 297) 0.113
More than 1500 Shekel 12 12.16 (2.69)

Availability of the service
Below 1000 Shekel 227 11.63 (2.34)
1000 — 1500 Shekel 61 12.06 (1.87) 5.266 (2, 297) 0.006
More than 1500 Shekel 12 9.75 (2.49)

Information sharing
Below 1000 Shekel 227 27.01 (3.54)
1000 — 1500 Shekel 61 26.86 (2.97) 2.506 (2, 297) 0.083
More than 1500 Shekel 12 24.75 (3.01)

Approachability
Below 1000 Shekel 227 8.04 (2.92)
1000 — 1500 Shekel 61 8.11 (3.35) 0.154 (2, 297) 0.857
More than 1500 Shekel 12 7.58 (3.62)

Anticipatory guidance
Below 1000 Shekel 227 30.48 (5.42)
1000 — 1500 Shekel 61 29.72 (7.36) 2.071 (2, 297) 0.128
More than 1500 Shekel 12 27.16 (5.07)

Support and respect
Below 1000 Shekel 227 | 35.78 (5.24)
1000 — 1500 Shekel 61 36.22 (5.13) 3.788 (2, 297) 0.024
More than 1500 Shekel 12 31.75 (4.99)

Total prenatal quality
Below 1000 Shekel 227 | 126.03 (16.66)
1000 — 1500 Shekel 61 | 126.39(18.06) | 3.281 (2, 297) 0.039
More than 1500 Shekel 12 | 113.33 (16.46)

One way ANOVA

The table shows that there is a significant difference in the mean score of women’s
evaluation of availability of the service domain with regard to the women’s level of income
(p<0.05). Post hoc test using Tukey test was done and revealed that the difference is
significant between the women who have income below 1000 and those who have income

more than 1500 Shekel in favor to those who have income below 1000 Shekel, also the

46



difference is between the mothers who have income 1000 — 1500 and those who have more
than 1500 Shekel in favor to those who have income between 1000 and 1500 Shekel.

The table also shows that there are significant differences in the mean score of women’s
evaluation of support and respect domain with regard to the women’s level of income
(p<0.05). Post hoc test using Tukey test was done and revealed that the difference is
between the women who have income below 1000 and those who have income more than
1500 Shekel in favor to those who have income below 1000 Shekel, also the difference is
between those who have income 1000 — 1500 and those who have more than 1500 Shekel

in favor to those who have income between 1000 and 1500 Shekel.

Moreover, there are significant differences in the total mean score of women’s evaluation
of prenatal care services with regard to their level of income (p<0.05). Post hoc test using
Tukey test was done and revealed that the difference is between the women who have
income below 1000 and those who have income more than 1500 Shekel in favor to those
who have income below 1000 Shekel, also the difference is between those who have
income 1000 — 1500 and those who have more than 1500 Shekel in favor to those who
have income between 1000 and 1500 Shekel.

On the other hand, there are no significant differences in the women’s evaluation of
sufficient time provided, information sharing, anticipatory guidance, and approachability

with regard to their level of income.
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4.16. Women’s Evaluation of Prenatal Care among Different PHC Centers

Table 4.13: Differences in the Women’s Evaluation of Prenatal Care with Regard to

PHC Centers

Variable | N | Mean(SD) | F (df) | Pvalue’
Sufficient time provided
Tal-Sultan Center 75 13.09 (2.33)
Rafah Center 75 12.08 (1.99)
KhanyounisCenetr 75 13.22 (2.42) 11.554 (3.296) <0.001
Bani-Suhaila Center 75 14.13 (1.74)
Availability of the service
Tal-Sultan Center 75 11.72 (2.24)
Rafah Center 75 11.52 (1.92)
KhanyounisCenetr 75 10.92 (2.83) 5.650 (3.296) 0.001
Bani-Suhaila Center 75 12.41 (1.82)
Information sharing
Tal-Sultan Center 75 26.57 (2.54)
Rafah Center 75 26.13 (2.91)
KhanyounisCenetr 75 26.08 (4.47) 11.645 (3.296) <0.001
Bani-Suhaila Center 75 28.80 (2.77)
Approachability
Tal-Sultan Center 75 7.24 (3.48)
Rafah Center 75 7.74 (2.76)
KhanyounisCenetr 75 8.32 (2.94) 4.107(3.296) 0.007
Bani-Suhaila Center 75 8.85 (2.69)
Anticipatory guidance
Tal-Sultan Center 75 30.34 (4.12)
Rafah Center 75 28.28 (6.73)
KhanyounisCenetr 75 28.92 (6.82) 11.607 (3.296) <0.001
Bani-Suhaila Center 75 33.22 (3.99)
Support and respect
Tal-Sultan Center 75 36.06 (5.33)
Rafah Center 75 34.93 (4.96)
KhanyounisCenetr 75 34.10 (6.40) 7142 (3.296) <0.001
Bani-Suhaila Center 75 37.74 (3.19)
Total Women’s evaluation of prenatal care
Tal-Sultan Center 75 | 125.10 (14.54)
Rafah Center 75 | 120.38 (15.26)
KhanyounisCenetr 75 | 121.65 (21.35) 13.054 (3.296) <0.001
Bani-Suhaila Center 75 | 135.24 (11.86)
"One way ANOVA

The table shows that there are significant differences in the mean score of the women’s
evaluation of sufficient time provided with regard to different primary healthcare centers
(p<0.05). Post hoc test using Tukey test was done and revealed that the difference is
between Tal-sultan and Bani-Suhaila center in favor of Bani-Suhaila healthcare center.
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Also post hoc test revealed that the difference is between Tal-sultan and Rafah center in
favor to Tal-sultan center.

The table also shows that there is a significant difference in the mean score of women’s
evaluation of availability of the service with regard to different primary healthcare center
(p<0.05). Post hoc test using Tamhane’s test was done and revealed that the difference is
between Rafah center and Bani-Suhaila center in favor to Bani-Suhaila healthcare center.
Also post hoc test revealed that the difference is between Khanyounis center and Bani-
Suhaila center in favor to Bani-Suhaila healthcare center.

Moreover, there are significant differences in the mean score of women’s evaluation of
prenatal care services with regard to different primary healthcare centers (p<0.05). Post
hoc test using Tamhane’s test was done and revealed that the difference is between Tal-
sultan center and Bani-Suhaila center in favor to Bani-Suhaila healthcare center. Also post
hoc test revealed that the difference is between Rafah center and Bani-Suhaila center in
favor to Bani-Suhaila healthcare center.

Additionally, there are significant differences in the mean score of women’s evaluation of
approachability with regard to different primary healthcare centers (p<0.05). Post hoc test
using Tukey test was done and revealed that the difference is between Tal-sultan center
and Bani-Suhaila center in favor to Bani-Suhaila healthcare center.

There are also significant differences in the mean score of women’s evaluation of
anticipatory guidance with regard to different primary healthcare center (p<0.05). Post hoc
test using Tamhane’s test was done and revealed that the difference is between Tal-sultan
center and Bani-Suhaila center in favor to Bani-Suhaila healthcare center. Also, the
difference is between Rafah center and Bani-Suhaila center in favor to Bani-Suhaila
healthcare center.

Furthermore, there are significant differences in the mean score of women’s evaluation of
support and respect with regard to different primary healthcare center (p<0.05). Post hoc
test using Tamhane’s test was done and revealed that the difference is between Rafah
center and Bani-Suhaila center in favor to Bani-Suhaila healthcare center. Also post hoc
test revealed that the difference is between Khanyounis center and Bani-Suhaila center in
favor to Bani-Suhaila healthcare center.

On the other hand, there are significant differences in the total mean score of the women’s
evaluation of prenatal care services with regard to the primary healthcare center (p<0.05).

Post hoc test using Tamhane’s test was done and revealed that the difference is between
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Tal-sultan center and Bani-Suhaila center in favor to Bani-Suhaila healthcare center. Also
post hoc test revealed that the difference is between Rafah center and Bani-Suhaila center
in favor to Bani-Suhaila healthcare center.

4.17. Women’s Evaluation of Prenatal Care and their Educational Level of Mothers

Table 4.14: Differences in the Women’s Evaluation of Prenatal with Regard to

Educational Level of Mothers

Variable | N | Mean(SD) | F (df) | Pvalue’

Sufficient time provided
Iliterate 10 13.20 (2.14)
Below secondary 19 13.10 (2.30)
Secondary 143 13.16 (2.14) 0.019(3.296) 0.996
University 128 13.10 (2.38)

Availability of the service
Iliterate 10 11.30 (2.90)
Below secondary 19 11.68 (1.70)
Secondary 143 11.72 (2.08) 0.182(3.296) 0.909
University 128 11.57 (2.55)

Information sharing
Iliterate 10 26.80 (4.02)
Below secondary 19 26.26 (3.73)
Secondary 143 27.02 (3.30) 0.283 (3.296) 0.838
University 128 | 26.85 (3.52)

Approachability
Iliterate 10 10.00 (3.33)
Below secondary 19 8.63 (2.45)
Secondary 143 8.06 (2.92) 1.984 (3.296) 0.116
University 128 7.77 (3.16)

Anticipatory guidance
Iliterate 10 29.30 (5.92)
Below secondary 19 29.94 (3.92)
Secondary 143 30.33 (5.03) 0.118 (3.296) 0.949
University 128 30.14 (6.95)

Support and respect
Iliterate 10 35.30 (4.98)
Below secondary 19 35.63 (5.44)
Secondary 143 35.48 (5.09) 0.240(3.296) 0.868
University 128 36.00 (5.48)

Total Women'’s evaluation of prenatal care
Iliterate 10 | 126.10 (18.30)
Below secondary 19 | 125.42 (15.44)
Secondary 143 | 125.76 (15.09) 0.014(3.296) 0.998
University 128 | 125.39 (19.35)

One way ANOVA
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The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, information sharing,
approachability, anticipatory guidance, and support and respect with regard to their
educational qualifications (p>0.05). also, there are no significant differences in the total
mean score of women’s evaluation of prenatal care services with regard to their
educational qualifications (p>0.05).

4.18. Women’s Evaluation of Prenatal Care with Regard to BMI of the Mothers

Table 4.15: Differences in the Women’s Evaluation of Prenatal Care with Regard to

BMI of the Mothers

Variable | N | Mean (SD) F (df) | Pvalue’

Sufficient time provided
18.5 - 24.9 (Normal) 91 13.28 (2.70)
25 - 29.9 (Over weight) 171 12.98 (2.01) 0.961 (2.297) 0.384
30 and above (Obese) 38 13.44 (2.04)

Availability of the service
18.5 - 24.9 (Normal) 91 11.45 (2.60)
25 - 29.9 (Over weight) 171 11.68 (2.23) 0.625 (2.297) 0.536
30 and above (Obese) 38 11.92 (1.74)

Information sharing
18.5 - 24.9 (Normal) 91 26.95 (4.07)
25 - 29.9 (Over weight) 171 | 26.70 (3.07) 1.079 (2.297) 0.341
30 and above (Obese) 38 27.60 (3.32)

Approachability
18.5 - 24.9 (Normal) 91 8.68 (3.26)
25 - 29.9 (Over weight) 171 7.57 (2.73) 4.840 (2.297) 0.009
30 and above (Obese) 38 8.60 (3.42)

Anticipatory guidance
18.5 - 24.9 (Normal) 91 30.89 (5.91)
25.0 - 29.9 (Over weight) 171 | 29.80 (6.20) 1.025 (2.297) 0.360
30 and above (Obese) 38 30.28 (3.95)

Support and respect
18.5 - 24.9 (Normal) 91 35.48 (5.69)
25 - 29.9 (Over weight) 171 | 35.79 (4.86) 0.129 (2.279) 0.879
30 and above (Obese) 38 35.89 (5.97)

Total Women'’s evaluation of prenatal care
18.5 - 24.9 (Normal) 91 | 126.86 (19.97)
25 - 29.9 (Over weight) 171 | 124.45 (15.90) | 0.928 (2.297) 0.397
30 and above (Obese) 38 | 127.71 (14.53)

One way ANOVA

The table shows that there are no significant differences in the mean score of women’s

evaluation of sufficient time provided, availability of the service, information sharing,

anticipatory guidance, and support and respect with regard to women’s educational

qualifications (p>0.05). also, there are no significant differences in women’s evaluation of
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the quality of prenatal healthcare services with regard to their educational qualifications
(p>0.05). On the other hand, there are significant differences in the mean score of women’s
evaluation of approachability with regard to the different BMI of the mothers (p<0.05).
Post hoc test using Tukey test was done and revealed that the difference is between the
women who have normal BMI (18.5 - 24.9) and those who have BMI (25.0 — 29.9) in
favor to the women who have normal BMI (18.5 - 24.9).

4.19. Differences in the Women’s evaluation of prenatal care with regard to different

residence areas

Table 4.16: Differences in the Women’s evaluation of prenatal care with regard to

different residence areas

| Mean (SD) N )

Variable i t statistics (df) | p value
Refah Khanyounis

Sufficient time

) 13.68 (2.15) 12.58 (2.22) 4.327 (298) <0.001
provided
Availability of the

) 11.66 (2.49) 11.62 (2.08) 0.176 (298) 0.861
service
Information sharing 68.50 (3.63) 68.21 (2.71) 0.792 (276.01) 0.429
Approachability 8.58 (2.82) 7.49 (3.14) 3.168 (298) 0.002
Anticipatory guidance 31.07 (5.97) 29.31 (5.66) 2.618 (298) 0.009
Support and respect 35.92 (5.36) 35.50 (5.16) 0.702 (298) 0.483
Total Women’s
evaluation of prenatal 128.44 (18.51) 122.74 (15.04) 2.926 (298) 0.004
care

Independent sample t test

Table 4.4 shows that the women’s evaluation of “sufficient time provided” in Rafah
governorate is significantly higher than in Khanyounis (p<0.05). Also, the process of
approachability and anticipatory guidance in Rafah governorate is significantly higher than
in Khanyounis (p<0.05). Moreover, the mean score of total women’s evaluation of prenatal

care services in Rafah governorate is significantly higher than in Khanyounis (p<0.05).

On the other hand, there are no significant differences in the mean score of the women’s
evaluation of availability of the service, Information sharing, and Support and respect

between Rafah and Khanyounis.
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4.20. Differences in the women’s evaluation of prenatal care with regard to the

number of pregnancies

Table 4.17: Differences in the women’s evaluation of prenatal care with regard to the

number of pregnancies

_ Mean (SD) t statistics .
Variable _ : : : p value
Primi Gravida | Multi Gravida (df)
Sufficient time provided 13.24 (2.27) 13.09 (2.24) 0.493 (298) 0.622
Availability of the
) 11.57(2.30) 11.66(2.29) 0.291 (298) 0.772
service
Information sharing 26.69 (3.65) 26.96 (3.37) -0.565 (298) 0.572
Approachability 8.39(2.85) 7.92(3.08) 1.157 (298) 0.248
Anticipatory guidance 30.68(5.11) 30.3(6.10) 0.821 (298) 0.412
Support and respect 35.94(5.08) 35.63(5.32) 0.432 (298) 0.666
Total Women’s
evaluation of prenatal 126.54(16.57) 125.29(17.26) 0.546 (298) 0.585
care

Independent sample t test

The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, information sharing,
approachability, anticipatory guidance, and support and respect with regard to women’s
gravida status (p>0.05). also, there are no significant differences in the total mean score of
women’s evaluation of prenatal healthcare services with regard to their gravida status
(p>0.05).
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4.21. Differences in the Women’s evaluation of prenatal care with regard to the

number of deliveries

Table 4.18: Differences in the Women’s evaluation of prenatal care with regard to the

number of deliveries

_ Mean (SD) t statistics .
Variable _ i p value
Primi Para Multi Para (df)

Sufficient time
13.27 (2.26) 13.08 (2.25) 0.602 (289) 0.548

provided
Auvailability of the

_ 11.58(2.29) 11.66(2.30) 0.268 (289) 0.789
service
Information sharing 26.66 (3.64) 26.97 (3.37) -0.675 (298) 0.500
Approachability 68.45(3.12) 7.91(3.09) 1.239 (298) 0.216

Anticipatory
) 30.66 (5.08) 30.03 (6.11) 0.790 (298) 0.430
guidance

Support and respect 35.66 (5.32) 35..66 (5.32) 0.285 (298) 0.776

Total Women’s
evaluation of prenatal | 126.48 (16.46) | 125.30 (17.30) 0.529 (298) 0.606

care

Independent sample t test

The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, information sharing,
approachability, anticipatory guidance, and support and respect with regard to the number
of deliveries (p>0.05). also, there are no significant differences in the total mean score of
the women’s evaluation of prenatal care services with regard to the number of deliveries
(p>0.05).
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4.22. Differences in the Women’s evaluation of prenatal care with regard to

pregnancy risk

Table 4.19: Differences in the Women’s evaluation of prenatal care with regard to

pregnancy risk

_ Mean (SD) t statistics .

Variable i p value
Risk No (df)

Sufficient time provided 13.03 (2.23) 14.76 (1.98) 3.120 (298) 0.002
Availability of the

_ 11.61 (2.29) 12.11 (2.28) 0.877 (298) 0.381
service
Information sharing 27.44 (3.95) 26.35 (2.73) 2.767 (265.2) 0.006
Approachability 8.05 (2.98) 7.76 (3.81) 0.358 (298) 0.701
Anticipatory guidance 30.10 (5.89) 31.70 (5.47) 1.092 (298) 0.276
Support and respect 35.57 (5.29) 37.94 (4.23) 1.804 (298) 0.072
Total Women’s
evaluation of prenatal 125.17 (16.94) | 132.64 (18.29) 1.758 (298) 0.080
care

“Independent sample t test

The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, approachability,
anticipatory guidance, and support and respect with regard to the pregnancy risk (p>0.05).
Also, there are no significant differences in the total mean score of women’s evaluation of
prenatal care services domains with regard to their risk in pregnancy (p>0.05). On the other
hand, there are is a significant difference in the women’s evaluation of information sharing
between the women who have risk and those who did not, the women who have had risk
during pregnancy have significantly higher mean score of information sharing than the

women who did not have risk.
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4.23. Differences in the Women’s evaluation of prenatal care with regard to

Gestational HTN

Table 4.20: Differences in the Women’s evaluation of prenatal care with regard to

Gestational HTN

Mean (SD) o
_ i t statistics .
Variable Gestational No (@) p value
HTN

Sufficient time
) 13.22 (1.87) 13.12 (2.30) | -0.241 (298) 0.810
provided

Availability of the

12.35(1.81) | 11.56 (2.33) | -1.830(298) | 0.068

service

Information sharing 27.77 (2.12) 26.79 (3.54) | -1.504 (51.78) 0.030
Approachability 6.93 (2.82) 8.16 (3.03) 2.154 (298) 0.032
Anticipatory guidance 32.03 (3.22) 29.98 (6.07) | -2.979 (298) 0.004
Support and respect 37.09 (3.62) 35.55 (5.40) | -1.550 (298) 0.122
Total Women’s

_ 125.18

evaluation of prenatal 129.16 (17.64) (10.56) -1.823 (298) 0.074

care

Independent sample t test

The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, approachability,
anticipatory guidance, and support and respect with regard to their status of gestational
HTN and those who do not (p>0.05). Also, there is no significant difference in the total
mean score of the women’s evaluation of prenatal healthcare services with regard to the

women who have gestational HTN and those who do not (p>0.05).

On the other hand, are is a significant difference in the mean score of the women’s
evaluation of information sharing, approachability and anticipatory guidance between the
women who have gestational HTN and those who do not, the women who have gestational
HTN have significantly higher mean score of information sharing and anticipatory
guidance than the women who did not. Also, the women who do not have gestational HTN
have significantly higher mean score of evaluation of approachability than the women who
did.
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4.24. Differences in the women’s evaluation of prenatal care with regard to

Gestational DM

Table 4.21: Differences in the women’s evaluation of prenatal care with regard to

Gestational DM

_ Mean (SD) t statistics .

Variable i p value
Gestational DM No (df)

Sufficient time

_ 12.89 (1.83) 13.16 (2.30) 0.696 (298) 0.487
provided
Availability of the

_ 11.94 (1.59) 11.60 (2.37) | 1.148(61.075) | 0.256
service
Information sharing 26.94 (2.80) 26.88 (3.52) 0.969 (298) 0.333
Approachability 7.64 (3.11) 8.09 (3.02) 0.838 (298) 0.403
Anticipatory guidance 30.16 (5.32) 30.19 (5.96) 0.034 (298) 0.973
Support and respect 36.40 (3.94) 35.61 (5.42) 0.854 (298) 0.394
Total Women’s
evaluation of prenatal 125.94 (13.32) | 125.54 (17.56) | 0.133 (298) 0.895
care

Independent sample t test

The table shows that there are no significant differences in the mean score of women’s
evaluation of sufficient time provided, availability of the service, information sharing,
approachability, anticipatory guidance, and support and respect between the women who
have gestational DM and those who do not (p>0.05). Also, there is no significant
difference in the total mean score of the women’s evaluation of prenatal care services

between the women who have gestational DM and those who do not (p>0.05).
4.25. Discussion of the Study Results
4.25.1. Introduction

The following sections illustrates the discussion of the study results in all domains of the
study results, they include the women’s evaluation of prenatal care services and the factors

affecting their evaluation of prenatal care in Southern governorates. The current study
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results are compared to the previous studies; also the personal opinion of the researcher is
illustrated based on her experience in the field.

4.25.2. Assessment of the quality of prenatal care services in the Southern Gaza

Governorates

Measurement of the quality of prenatal care is an essential step in more fully evaluating its
effectiveness. In the current study, the quality of prenatal care questionnaire through a
rigorous process of item generation and psychometric testing was used. The quality of
prenatal care questionnaire was designed to be completed by the women who have
received prenatal care in southern governmental primary healthcare centers, it is consistent
with growing acknowledgement of the value of the consumer’s viewpoint in evaluating
quality of health care (Lees, 2011). The six subscales of the quality of prenatal care
questionnaire measure both structure and process attributes of Donabedian’s model, with

more emphasis on clinical and interpersonal processes of care.

There is a need for more awareness on prenatal care among the women attending antenatal
clinic. The goal of prenatal care is to prepare for birth and parenthood as well as prevent,
detect, alleviate, or manage the three types of health problems during pregnancy that affect
mother and newborn. The study results revealed that the highest mean domain of the
quality of prenatal healthcare services in the current study is information sharing (26.89 out
of 36.0) with mean percentage 74.69%, followed by the domain of support and respect
(35.71 out of 48.0) with mean percentage 74.39%. While the lowest mean is the domain of
approachability (8.04 out of 16.0) with mean 50.25%. The study results also showed that

the total mean percentage of the quality of prenatal health care services is 69.77%

The study results are not consistent with the results of Nwaeze et al. (2013) which revealed
that the total quality of antenatal care services were regarded as good in 81.1% among the
respondents. Also, these results are not consistent with the results of Fagbamigbe and
Idemudia (2013) which showed that the levels quality of antenatal care services were poor

in Nigeria.

On the other hand, these results are not consistent with the results of Muchie (2017), which
showed that 54.3% women lived in a community with a low level quality of received of
antenatal care services, while 45.7% lived in a community with high community level

quality of received antenatal care services, and 45.9% of women living in a community
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with high quality of received antenatal care services, whereas only 25.6% of those in a

community with low quality of received antenatal care services.

The current study results indicate that the mean score of the quality of health care services
in Southern Governorates was not satisfactory, in which it was 69.77%, this could be
explained by the fact that there are severe shortage in the governmental primary health care
centers in the Gaza Strip due to strict siege over the Gaza Strip over the last years, there are
a lot of needed medical supplies which are not available in these centers, thus this issue
could affect the quality and satisfaction of the mother who conduct her prenatal care follow
up in these primary healthcare centers. More importantly, this evaluation is subjective and
considers the point of view of the mothers, and it may be not efficient as it could be.
Moreover, the quality of prenatal care which have been considered in the current study like
sufficient time provided, availability of the service, information sharing, approachability,
anticipatory guidance, and support and respect were not considered in the previous studies,
this create some difficulties to make comparisons with other studies. The highest quality of
prenatal health care domain is information sharing with mean percentage 47.69%, followed
by the domain of support and respect, and the lowest one is approachability with mean
percentage 50.25%.

In the current study, information sharing is defined as ensuring confidentially and sharing
of information with the mother to explain tests and results, this approach is very important
for the mother, and of course; the issue of keeping privacy is considered as top priority for
the mother during her follow up in the prenatal care clinics. Also, the approach of support
and respect, in which the majority of doctors and nurses in the prenatal clinics provide
respect for the pregnant women, this could be attributed to our culture in the Gaza Strip, in

which the client receive good respect from health care providers.

The issue of approachability achieved the lowest mean score in the current study, which is
the comfort with asking questions with the nurse and health care providers. This could be
explained by the increase in the number of pregnant women who make their follow up in
the prenatal health care clinics, which may prevent the mother to freely ask questions, this
indicates that there is a problem within the issue of listening among healthcare providers,
in which they do not care about the mothers as well as they do not listen carefully to the
mothers; and this is approved from what has been revealed from the current study results in

which the issue of “listening” took the lowest mean percentage (61.75%).
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The results of the current study are also not consistent with the results of Fatile et al.
(2016) which revealed that the majority (81.0%) of respondents agreed that prenatal care is
good and will encourage compliance while 71.1% respondents feels there was no need to
reduce prenatal care visits however 64.6% believed that focused antenatal care (FANC)
can result in quality care. Also, Fatile et al. (2016) revealed that with respect to quality of
examination and treatment received, the majority (64%) of the respondents were not
satisfied with the quality of examination and treatment received while 32% are fairly
satisfied. With regards to the respondents’ level of satisfaction with next appointment, a
large proportion (81%) were satisfied with the date for their next appointment, 24% are
fairly satisfied and only 5% are not satisfied.

4.25.3. Mothers’ Demographic Factors and the Women’s Evaluation of Prenatal Care

In the current study, the age as a factor; was not considered has an effect on the mothers’
evaluation of prenatal health care services. This result is not consistent with the result of
Muchie (2017), which showed that the age groups especially the early age period and the
late one have a significant effect on the mothers’ evaluation of the quality of prenatal
health care services. The current study result could be attributed to the current system in
the ministry of health in the Gaza Strip which providers’ health care services to all of age

groups of the clients regardless of their ages.

Also, it could be attributed to the distribution of the age groups over the study, in which the
first two age groups (less than 25 years and the group 25 — 30 years) have nearly the same
numbers, this could create some difficulties in detecting any differences by SPSS. More
importantly, the age of pregnant mothers do not have major differences in general; hence
there will be no differences in their evaluation since they receive the same prenatal health

care services.

The study results also revealed that there are significant differences in the total mean score
of the women’s valuation of the prenatal healthcare services with regard to the women’s
level of income in favor to those who have income below 1000 Shekel and those who have
income between 1000 and 1500 Shekel. This result could be explained by the fact that the
majority of the mothers included in the current study are among the poor class, who have
their monthly income of less than 1000 shekel, this issue prevent them from conducting
prenatal care in private clinics, hence they may be more satisfied more than who have

better monthly income who may go to private doctors and make their follow up there,
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those women can make comparison between the governmental and private clinics, the
issue which is not present among those who have low monthly income because they cannot

pay for the private clinic.

Regarding the differences in the quality of prenatal healthcare with regard to different
primary health care centers in southern governorate, the current study results revealed that
there are significant differences in the total mean score of the women’s evaluation of
prenatal health care services with regard to the primary healthcare center in favor to Bani-
Suhaila healthcare center. This result is not consistent with the results of Muchie (2017),
which revealed that the region has an effect on the quality of prenatal care services. In the
current study, Bani-Suhaila healthcare center is the smallest one in terms of the number of
pregnant women who make their visits to this center, this can create a sense of organization
and low level of workload from the clients and the mothers who conduct their visits, which
make health care providers more comfortable in providing healthcare service, the issue

which may lead to increase the level of the quality of care provided to the mothers.

In comparison to Khanyounis and Rafah center, they have huge number of clients and the
mothers who conduct their follow up, thus the health care providers have a lot of workload
and they may cannot find enough time to give the mother the needed time to advise her and

conduct other investigations.

Moreover, there are no significant differences in the mean score of all domain of women’s
evaluation of prenatal healthcare services (sufficient time provided, availability of the
service, information sharing, approachability, anticipatory guidance, and support and
respect) with regard to women’s educational qualifications and there are no significant
differences in the total mean score of the quality of prenatal healthcare services with regard

to women’s educational qualifications. These results are not consistent with the results of
Muchie (2017).

The current study result could be attributed to the nature of the study sample in which more
than half of the mothers have secondary education or less, this may led to make some
difficulties among them in making judgement about the evaluation of the quality of
prenatal care services; hence the differences were not observed. It could be reasonable to
say that educated women as compared to uneducated, have better access to information,

possess a level of health literacy that could empower them to exercise their choice, and
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able to overcome cultural barriers of prenatal care service utilization (Babalola and Fatusi,
2009) ; Greenaway et al., 2012).

Furthermore, education changes attitude and expectation of a woman and her significant
others towards the quality of health care, thus lack of education leads to poor quality
interactions between a pregnant woman and healthcare providers; consequently

discouraging utilization of prenatal care services (Adamson et al., 2012).

Additionally, the current study results are not consistent with the results of Edie et al.
(2015) which revealed that there were significant differences between the mothers’
educational levels on the aspect of the comprehensiveness of prenatal care, the differences
between both findings could be explained by the type of the sample, women culture, and
differences in the place of the study. Women attending prenatal care for their subsequent
pregnancies probably had a notion of what health topics were discussed during clinic
sessions and so their objectives at prenatal care were not only aimed at acquiring

knowledge about diet, danger signs and other topics but also in the state of their babies.

The absence of the effect of the educational level of the mothers on their evaluation of
prenatal healthcare services is predominant here as it is noticed that in the previous studies
those at a high educational level are more likely to be critical about care received and defer
a positive evaluation. This issue was also revealed in Fawole et al study (Fawole et al.,
2008) where they hypothesized that as the level of education in the community steadily
increases, pregnant women may become more and more critical of health care. Hence there
is a need to mobilize efforts for a better quality assessment in our health care provision
with the aim of improving quality in terms of provision of health care services.
Improvement must be made to attain a desired change and amelioration in our health care

delivery package.

Additionally, in the current study results, factors such as gravida, para, risk during
pregnancy, gestational DM and gestational HTN do not have significant effect on the
mothers’ evaluation of prenatal care in the Southern Governorate. This could be explained
by that the mothers receive the same prenatal care services regardless of the presence of
the factor which were mentioned above. Also, it could be attributed to the current study
sample, in which the total number of primi gravida and primi para in the current study are

less than multi ones, which can lead to make some statistical variations in calculating the
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test statistics and p value. Also, the total number of mothers who have gestational DM and
HTN are less than those who do not.

The current study results are not consistent with the results of Edie et al. (2015) which
revealed that there were significant differences between primigravida or multigravida on
the aspect of the comprehensiveness of prenatal care. Primigravida on the contrary

expected vital information from the health talks to help them cope well with their.
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Chapter Five

Conclusion and Recommendations

5.1. Summary of the Study

The main aim of this study was to assess the prenatal care services in the Southern Gaza
Governorates based on the women perspectives. The design of this study was a quantitative
cross-sectional. This study was carried out at governmental primary health care centers in
the southern governorates (Khanyounis and Rafah) mainly at prenatal care clinic services.
The target population of this study consisted of the women who have received prenatal
care services during their pregnancy in the primary heath care centres at Southern

governorates in the governmental health care centers.

Two governmental health care centers were selected randomly from Rafah (Rafah primary
health care center and Tal-Sultan center) and two were selected from Khanyounis
(Khanyounis primary health care center and Bani-Suhaila center). After that, a
convenience sampling method was applied to select the women who have received prenatal
care services in the selected primary health care cenetrs, in which 300 out of 312 women
agreed to participate in the current study. An interview questionnaire was used in this
study. Which is Quality of prenatal care questionnaire.

The study results revealed that the highest mean domain of the quality of prenatal
healthcare services in the current study is information sharing (26.89 out of 36.0) with
mean percentage 74.69%, followed by the domain of support and respect (35.71 out of
48.0) with mean percentage 74.39%. While the lowest mean is the domain of
approachability (8.04 out of 16.0) with mean 50.25%. The study results showed also that
the total mean percentage of the women’s evaluation of prenatal health care services is

69.77%

Moreover, significant factors which affected the women’s evaluation of prenatal care
include: the level of income in favor to those who have income below 1000 Shekel and
those who have income between 1000 and 1500 Shekel. Also, the name of primary health
care centers in favor to Bani-Suhaila center. Other factors include: body mass index, the

presence of risk, the presence of gestational hypertension, and residence.
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5.2. Conclusion

The women’s evaluation of prenatal care services in the southern governorates was not
satisfactory. Some of the mean percentage of the domains of women’s evaluation were
low, which indicate that there are substantial problem in providing the prenatal care

services in some areas like information sharing and approachability
5.3. Recommendations

e Conducting workshops at the ministry of health level to increase the level of the
quality of prenatal care services in the Southern governorates and other
governorates.

e The ministry of health should work on the domains which have been included in
the questionnaire in order to include it in the daily work of the prenatal care in the
primary healthcare centers.

e Application of evidence-based practice by the nurses and other healthcare proviers
should be considered and encouraged.

e Modification of nursing and midwifery curriculum to meet the current and updated
challenges which face the quality of prenatal healthcare services.

e In-service training for healthcare providers for prenatal care and the current issues
and practices, stressing on giving the mother sufficient time and approachability of
care.

e Encouraging healthcare providers to be more patient and good and active listeners
for the clients and the mothers.

e Informing and educating the mothers about their status during pregnancy,
discussing with them about the important issues which they do not understand it.

e Further studies should be conducted to reveal other factors which affect the quality

of prenatal care services.
5.4. Limitations of the Study

Very limited previous studies especially the studies considering the study tool which have
been used in the current study; which make huge difficulties in making comparisons with
other previous studies. Also, the absence of the factors of healthcare providers may affect

the women’s evaluation, some of these factors were not considered in the present study.
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Annexes

Annex 1: The Questionnaire
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Section (2): Assessment of Quality of Prenatal Care

BN 58 U8 Lasiall Lnual) Ale ) Baga ans

Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
1. 1 had as much time with my personal care
provider(s) as | needed 4 3 2 1 0
Laall dle ) anie pa anliaf Al I €8 )yl
2. My prenatal care provider(s)gave me
options for my birth experience. 4 3 2 1 0
3. | was given adequate information about
prenatal tests and procedures.
4 3 2 1 0
Gl gadll g @l HLEaY) e AdlS Glaglaas Sldae) &
BaY sl Ja8 Le Ale 4 53U
4. 1 was given enough information to meet
my needs about breastfeeding. 4 3 2 1 0
5. My prenatal care provider(s)respected me.
yp p (s)resp 4 3 ) 1 0
Fgnaall Tl )l 5/pdka i sind / e jing
6. | was always given honest answers to my
questions. 4 3 2 1 0
il e damia s Laly Jilae ) 25
7. My prenatal care provider(s) respected my
knowledge and experience. 4 3 2 1 0
C s S re Al dle ) etk o yiag
8. My prenatal care provider(s) was rushed.
4 3 2 1 0
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Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
9. 1 knew how to get in touch with my
prenatal care provider(s). 4 3 2 1 0
3aY 5l J e ) anie ae Jual 5l CaS o e
10. My prenatal care provider(s) prepared
me for my birth experience.
4 3 2 1 0
Load b pasall goal daall e anie Ll
2y gl
11. Everyone involve in my prenatal care
received the important information about me.
4 3 2 1 0
3aY o)) Js Lol dalal)
12. My prenatal care provider(s) spent time
talking with me about my expectations for
_ 4 3 2 1 0
labor and delivery.
Edy‘jﬂélaﬁﬂuayamw:’eb)”emQM
13. My decision were respected by my
renatal care provider(s).
P P ) 4 3 2 1 0
358 U8 sl dle Ml adie U8 e )18 &) sis) Al
3aY sl
14. My prenatal care provider (s) was abrupt
with me. 4 3 2 1 0
15. | was given enough information about
the safety of moderate exercise during
pregnancy. 4 3 2 1 0

oA Aaal) oy laily GBlaii AES Claglen ldae) a3
deall
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Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
16. | was screened adequately for potential
roblems with my pregnancy.
P Y Preg Y 4 3 2 1 0
oLl Alainal) JSLEAY (o 38l JalS (S e
Geall
17. My prenatal care provider(s)always had
time to answer my questions. 4 3 2 1 0
bl e ol Ll ¢ gl 4l daall dle )l ania
18. My prenatal care provider(s) was patient.
yp P (s) Y 4 3 ) 1 0
19. | received adequate information about
my diet during pregnancy.
Y I pred Y 4 3 2 1 0
e alud) A3 Al e 48K Cila glee Sldae) a3
el
20. | was supported by my prenatal care
provider(s) in doing what I felt was right for
me. 4 3 2 1 0
xd (e oyl Ladie daall dle )l adia (e e Al
(o Al 2 5 2 o8 L
21. The results of tests were explained to me
in a way | could understand.
4 3 2 1 0
Jgagd
22. 1 was rushed during my prenatal care
visits.
4 3 2 1 0
Yol A S DA Upe; dejpuie oS
Y ol Ji8 La s yisy Aaldld) A all
4 3 2 1 0

23. My prenatal care provider (s) was
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Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
interested in how my pregnancy was
affecting my life.
la Lo daall il dpad dnall e Hll anie algy
A sl
24. My prenatal care provider(s) supported
me 4 3 2 1 0
25. My prenatal care provider(s) paid close
attention when | was speaking. 4 3 2 1 0
ane anl Ladie alaia W) (e Laall dle )l ke
26. I was linked to programs in the
community that were helpful to me. 4 3 2 1 0
o 1 Bade Apnainall el yy b & L
27. My prenatal care provider(s) made me
feel like 1 was wasting their time. 4 3 2 1 0
A5 delaly cudd il dnaall dle ) adie ey
28. My concerns were taken seriously.
4 3 2 1 0
Al Jase e ) jlie ) s ilelaia) 24 o3y
29. My prenatal care provider(s) made time
for me to talk. 4 3 2 1 0
A ya ot S gl Al Ale ) ania  Jiaia
30. I received adequate information about
alcohol use during pregnancy. 4 3 2 1 0
aad) el cpantll i peal e 28K il slae Cudac
31. My prenatal care provider(s) was 4 3 5 1 0

available when I had questions or concerns.
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Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
@Y 05 Laie Blie daaall dle ) e &
:d:\.mi} kil\_)h.as:\u\
32. My prenatal care provider(s) gave
straight forward answers to my questions. 4 3 2 1 0
i e 5 dle LAYL o 58 sall e )l aaia
33. 1 was in control of the decisions being
made about my prenatal care.
4 3 2 1 0
el gliay Laal & ) ah Saall kil
33 5l 5y i duaiall
34. 1 could always reach someone in the
office clinic if | needed something.
4 3 2 1 0
oY alial vie say )l A (adill Ja gl aodaial
L
35. My prenatal care provider(s) supported
my decisions. 4 3 2 1 0
LR aey daall dle )l i
36. | was at ease with my prenatal care
provider(s). 4 3 2 1 0
Aoaall e )l adie ae dal Il i
37. 1 could reach my prenatal care
provider(s) by phone when necessary.
4 3 2 1 0
Giob o Al Ao el ae Jual 5l b
B pall el
38. My prenatal care provider(s) gave me
enough information to make decisions for
4 3 2 1 0

myself.

idea) S e slad) daal) Al ) adie e
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Strongly ] Strongly
Statement Agree |Neutral|Disagree|
Agree Disagree
(s Aalall )l s
39. | was afraid to ask my prenatal care
provider(s) question.
4 3 2 1 0
Gl oo Al dle Hl adie Jluf Lavie Casally el
Ll
40. My values and beliefs were respected by
my prenatal care provider(s). 4 3 2 1 0
a5 e daall dle Sl adia o jing
41. |1 was given adequate information about
depression in pregnancy. 4 3 2 1 0
Jaall s i oL LY (e 4818 il laa Sl
42. My prenatal care provider(s) kept my
information confidential.
4 3 2 1 0
Lalall il slaal) & o e dmaall dle )1 adie Jailsy
s
43. My prenatal care provider(s) took time
to listen. 4 3 2 1 0
o i (S T dm il e ) i (3 yiid
44. | fully understood the reasons for blood
work and other test my prenatal care
provider(s) ordered for me. 4 3 2 1 0
3y A cliasaill s dalladll il Clal s agdl
Jeall
45. My prenatal care provider(s) took time
to ask about things that were important to
me. 4 3 2 1 0

Laledl ) 5a¥) e Jlaad T8 5 dnall dle 1 e (3 il
o Aailly
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Annex 2: Approval from Helsinki
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Annex 3: Approval of MOH
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Annex 4: Control Panel

No | Name Affiliation

1 Dr. Hamza Abdel-jawwad Al-Quds University

2 Dr. Ahmad Nejm Al-Azhar University

3 Dr. Waleed Abu-hatab Obstetrics and Gynecology -Nasser Medical
Complex

4 Dr. Ali Alkhateeb University College of Applied Sciences

5 Dr. Hani Mahdi Obstetrics and Gynecology -Shifa Medical
Complex
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