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List of Definitions

Intrapartum — “The time period spanning childbirth, from the onset of labor through delivery of

the placenta. Intrapartum can refer to both the woman and the fetus”.(1)

Postpartum - The period just after delivery “often considered the six to eight weeks after delivery
because the effects of pregnancy on many systems have largely returned to the pre-pregnancy

state”.(2)

Implementation Research — “Implementation research is typically a multi-method inquiry that
uses both quantitative and qualitative data to assess the programs and policies that are the subject
of an evaluation. It is the work of implementation research to investigate how the program
produces those impacts by understanding the services that are delivered to enrollees and the factors

that influence their implementation”.(3)
Maternal Mortality Ratio — “Number of maternal deaths per 100 000 live births”.(4)
Neonatal Mortality Rate — “Number of neonatal deaths per 1000 live births”. (5)

Respectful Maternity Care — It “refers to care organized for and provided to all women in a
manner that maintains their dignity, privacy and confidentiality, ensures freedom from harm and

mistreatment, and enables informed choice and continuous support during labor and childbirth”.(6)

Patient Flow Analysis — “Patient Flow Analysis (PFA) is a quality improvement tool which can
be used to help identify patient flow inefficiencies at any type of health care facility and inform

areas for intervention to help improve care delivery processes”.(7)
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Section 1 : Introduction

1.1 Prelude

This is a report based on my practicum experience in INCLEN Trust International for the
fulfillment of MPH program of JHSPH in collaboration with IITHMR university, Jaipur. | worked
as an intern in the organization under the mentorship of Dr. Rupak Mukhopadhyay who is the co-
principle investigator and study coordinator for the research study conducted on LaQshya program.
The internship was carried out under implementation research study “Quality of intrapartum and
immediate postpartum care of mothers and newborns: an implementation research to catalyze
performance of LaQshya program in six districts of India”. Within my internship, | assisted in

development of instruments for the formative research and baseline assessment of the study.

1.2 About the organization

The INCLEN Trust International(8) is a research organization working non-profit basis and
conducts collaborative, multi-disciplinary studies on high priority global health issues. INCLEN
is a network of 256 institutions (including medical colleges =169, ICMR institutes =15, Public
health research institutes =38 and Research NGOs =12) in India. They have been maintaining a
strong and strategic relationship with various departments of the central and state governments
such as the Ministry of Health and Family Welfare (MOHFW) and Indian Council of Medical

Research (ICMR) e.t.c.

13
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1.3 Work plan

1.3.1 Job Duties

1. Literature review and desk research

2.

Identification of domains for tools

3. Development of tool

a.

b.

e.

Facility Assessment tool

Skill Assessment tool

Knowledge Assessment tool

Patient Satisfaction Assessment tools

Patient flow Analysis tool

4. Translation of tools

5. Pilot testing of tools

Dr. Ahmed Shammas Yoosuf

1.3.2 Technical and other job skills to be developed during the internship

1.

2.

Literature review

Research Ethics

Peer discussion

Tool development

Pilot testing of Tools

Conceptual framework of implementation Research

Quality assessment and improvement in health facility with special reference to

intrapartum and immediate postpartum care.

14
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Section 2 : Background

2.1 Maternal and newborn mortality in India

Over the last two decades, India has been able to significantly reduce the maternal mortality ratio
(77% decrease, from 556 per 100000 live births in 1990 to 130 per 100000 live births in 2016 (9))
and newborn mortality rate(from 52 per 1000 liver births in 1990 to 28 per 1000 live births in 2013
(10)) in the country. However, efforts are required to further improve these indicators and increase
the number of institutional deliveries. It has been recognized that there is a need for
transformational quality change in the processes related to intrapartum and postpartum care to
further improve these indicators and achieve the targets 3.1 and 3,2 of Sustainable Development
Goal (SDG) number 3. The government of India (GOI) launched initiatives such as Dakshata
(2015), Pradhan Mantri Surakshit Matritva Abhiyan (2016) and LaQshya Program (2017) as part
of the efforts to improve these indicators and improve the quality of maternal health care provided

in the public health facilities.

2.2 Government Initiatives

2.2.1 Dakshata (11)

This program was launched by MOHFW, GOI in 2015 as a strategic initiative in order to
strengthen quality of both intra- and immediate postpartum care. It aims to improve the quality of
care at the delivery points of the country through a focused program. The goal of this initiative is
“to improve the quality of maternal and newborn care during the intra- and immediate postpartum

period, through providers who are competent and confident”.
The major objectives of the initiative are:

15



Master of Public Health Dr. Ahmed Shammas Yoosuf

Objective 1: “To strengthen the competency of providers of the labour room, including medical
officers, staff nurses, and auxiliary nurse midwives (ANM) to perform evidence-based practices

as per the established labour room protocols and standards”.

Obijective 2: “To implement enabling strategies to ensure transfer of learning towards improved

adherence to evidence based clinical practices”.

Obijective 3: “To improve the availability of essential supplies and commodities in the labour room

and the postpartum wards”.

Objective 4: “To improve accountability of service providers through improved recording,

reporting and utilization of data”.

Obijective 5: “(intermediate term objective): Implementation of the Maternal and Newborn Health

Toolkit at the delivery points, in a phased manner”.

2.2.2 LaQshya program (12)

The LaQshya program launched by the National Health Mission and Ministry of health and family
welfare (MOHFW) of government of India in 2017, is a labor room quality improvement
initiative, intended to improve the quality of care in labor rooms and maternity operation theatres
in government medical college hospitals, district hospitals, sub-district hospitals and other high
case-load health facilities. This program has been designed based on available scientific evidence
with an importance towards ensuring ‘Respectful Maternity Care’(RMC) to pregnant woman.
Under this initiative, a multi-pronged strategy has been adopted to identify the gaps with regards

to maternal care during intrapartum and immediate postpartum period and strengthen the key

16
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processes related to them based on verifiable targets in order to improve the quality of care and

simultaneously enhance the efforts of other programs without replacing them.

e Goal of the initiative
“Reduce preventable maternal and newborn mortality, morbidity and stillbirths associated
with the care around delivery in Labor rooms and Maternity OT and ensure respectful

maternity care”.

e Objectives

e “To reduce maternal and newborn mortality and morbidity due to APH, PPH, retained
placenta, preterm, preeclampsia and eclampsia, obstructed labor, puerperal sepsis,
newborn asphyxia, and sepsis, etc”.

e “To improve Quality of care during the delivery and immediate post-partum care,
stabilization of complications and ensure timely referrals and enable an effective two-
way follow-up system”.

e “To enhance satisfaction of beneficiaries visiting the health facilities and provide

Respectful Maternity Care to all pregnant women attending the public health facility”.

e Strategies
e “Reorganizing/aligning Labor room and Maternity Operation Theatre layout and
workflow as per ‘Labour Toom Standardization Guidelines’ and ‘Maternal and
Newborn Health Toolkit’ issued by the Ministry of Health and Family Welfare,

Government of India”.

17
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e “Ensuring that at least all government medical college hospitals and high case-load
district hospitals have dedicated obstetric HDU’s as per GOl MOFHW Guidelines, for
managing complicated pregnancies that require life-saving critical care”.

e “Ensuring strict adherence to clinical protocols for management and stabilization of the

complications before referral to higher centers”.

2.3 Rationale and justification for the study

The LaQshya program(12) has been progressing slow ever since it has been launched, and there
has been limited success in achieving the target number of LaQshya certified facilities which
demonstrates that the implementation of the initiative demands identification of existing
bottlenecks for achieving a well-orchestrated coordination between national, state and district
management teams. LaQshya incorporates all the elements of other initiatives such as Dakshata
and addresses the quality of care during intrapartum and immediate post-partum period. The
standards under LaQshya guidelines are evidence-based which have been proven to improve the
quality of birthing process and the period around birth. Recent studies suggest that improvement
of quality of care could have the greatest impact by reducing the maternal and neonatal mortality,
reduce the number of stillbirths, and also prevent millions of babies from suffering disabilities
related to birth injuries. Implementation research will pave to identify how improvement of
processes and structural improvement strategies can be contextualized to augment and attain the

targets of LaQshya program.

18
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Section 3 : Study objectives

The following is a brief summary of the objectives of the study. The actual objectives of the study

cannot be shared due to confidentiality issues.

The implementation research carried out by the INCLEN Trust International on Lagshya program
on the quality of intrapartum and immediate postpartum care of mothers and newborns comprises
of identifying the gaps in the program and the challenges faced for effective implementation of the
program in public health facilities. It also includes assistance to the district health teams during
implementation phase of LaQshya, which is of 12 months duration and includes Rapid
Improvement Cycles. These Rapid Improvement Cycles will be carried out using the quality
improvement methodology (Plan-Do-Check-Act) cycle, which will further aid in determining the
improvement in quality of care during intrapartum and postpartum period. All the findings with
regards to the implementation process including the gaps, possible solutions, and improvements
on the processes involved in intrapartum and postpartum care will be further used to aid in scale

up of the program. The total duration of the study is 2 years.

Section 4 : Methodology

4.1 Research design

The implementation research design will adopt a pre-post, quasi-experimental study design.
Multiple observations and mixed research methods will be adopted to identify the gaps in the
current LaQshya program implementation and the effect of Rapid Improvement Cycles. The steps

of the study is similar to that of the LaQshya program and includes the baseline assessment,
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evaluation and the monitoring framework as mentioned under the guidelines. As per the guidelines,

implementation of LaQshya program will be carried out by the district health system.

4.2 Study site and participants

The study is conducted in collaboration with the Maternal and Reproductive Health division of the
MOHFW, GOI. Facilities from six different states and districts will be shortlisted for the study
based on type of facility and number of deliveries conducted annually in the facility. Participants
of the study will include all service providers related to providing the services as per LaQshya
guidelines, the administrative and program staff at the district level, service utilizers and their

families, and the quality management teams at facility and district level.

4.3 Development of data collection instruments

Development of the data collection instruments was a structured process which was unique for
each individual instrument based on the available literature and the methods of assessment. The
process of development of the patient satisfaction assessment instruments for postpartum women
and parents of sick newborn child was similar while the patient flow analysis tool was a bit

different.
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Literature Review

:

Identification of
domains

:

Content Validation

.

Item Selection

:

Draft instrument

Figure 1: Summary of development of instruments.

4.3.1 Patient Satisfaction Assessment instrument for recently delivered women

The process of development of instrument started with rigorous literature review which included
previous studies on patient satisfaction and RMC globally and in Indian context, studies which
included pretested and piloted instruments, and research papers on methodologies of development
of instruments specifically for postpartum mothers. The literature review was conducted on
PubMed, SCOPUS and Google scholar using keywords disrespect and abuse, mistreatment,
facility childbirth, research methods, patient perception, quality of care, service quality, respectful
maternal care, instrument development. Cross references were utilized to further expand the

review.

Upon completion of the literature review, item selection was carried out with reference to the

standards described in the LaQshya guidelines. Items selected for the instrument were further
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discussed among peers for item reduction by eliminating redundant items with similar meaning

and issues irrelevant to the context and merging items from similar context.

4.3.2 Patient Satisfaction Assessment instrument for recently discharged young infant from
SNCU/NICU

A literature review was conducted on PubMed, SCOPUS and Google scholar using keywords
parent satisfaction, NICU, satisfaction with care, instrument development, neonatal follow-up,
quality of care, reliability, validity. Similar to the previous instrument, items were selected after
the literature review, based on the standards mentioned in the LaQshya guideline. Furthermore,
cross references were searched for an in-depth review. After thorough peer discussion, items were

either eliminated or merged based on redundancy and relevance to the context.

4.3.3 Patient Flow Analysis (PFA) instrument

The initial literature review conducted for the Patient Flow Analysis instrument was conducted on
PubMed, SCOPUS and Google scholar using the keywords patient flow analysis, client flow
analysis, waiting times, maternal health service delivery, quality improvement, quality of care. The
patient flow diagram flow diagrams from Maternal and Newborn health toolkit, Guidelines for
Obstetric HDU and ICU and Guidelines for standardization of labor rooms at delivery points were
considered for the development of this instrument. Additionally, peer discussion is carried out to
ensure that the instrument completely measures and assesses the patient flow within a health

facility.
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Section 5 : Findings/ Results

5.1 Patient Satisfaction Assessment instrument for recently delivered women

5.1.1 Literature review

The literature review for the development of Patient Satisfaction Assessment instrument for
postpartum women in government health facilities yielded studies which utilized either a
questionnaire developed by the author(s) or one that has been previously utilized in a previous
study. The literature on client feedback mostly addressed outcomes such as perceived quality of
care(13-15), proportion of women who experienced disrespect and abusive treatment during
facility deliveries and client satisfaction(16—18). Most of the studies reflected upon frameworks
such Donabedian quality assessment framework(19-21). and the seven categories of disrespect

and abuse by Bowser and Hill(22).

Research articles were identified based on studies which had been pretested and piloted. Most of
the studies highlighted limitations such as gratitude bias which may be common in postpartum
women already admitted in the facility due to fear of consequential mistreatment from the
healthcare providers. In such cases, a systematic review conducted by Sando et al reported that a
neutral setting where women can self-report any D&A may be more accurate and can be further
reinforced by having independent observers for a more unbiased and accurate result(23).
Additionally, qualitative methods have been recommended to further explore the domains of
disrespect and abuse which may not be possible with a Likert scale as given in most of the
studies(23). Annexures 1-3 contains tables of the literature review conducted for the development

of the instrument
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5.1.1.1 Literature review for Patient Satisfaction Assessment instrument for recently delivered women (pretesting not conducted)

associations between the
explanatory and the
outcome variables.

0.80 and 0.98
respectively.

side during delivery increases the rating of
quality of care.

Instrument Framework, Validity and /or
N Title s Author Year Context Type / Methodology ty i / Discussion Outcome Conclusion
description Model reliability
s " 1) Quality of interpersonal relations, room
Exit interviews were ) diti ity A i | o fall
conditions, and general nursing care of a
conducted with 821 Cronbachs alpha 2 & s e
p s = three services (ANC, delivery and PNC) were
women convenience coefficient to assess 4 =
structured e perceived to be good by the participants.
¥ . sampled at antenatal, reliability (ranged from . ; .
How do questionnaire - 2) Study provides information for a better The study
) ) delivery, and postnatal 0.72 to 0.87). i i
Malawian developed with e . 5 understanding of the factors that may be highlights some of
clinics using structured Confirmatory factor 3 2 : = .
women rate  |only close ended ’ . : i 5 associated with perceived quality of the multiple factors
A a \Wilde, Starrin, questionnaires. For each analysis: structure of A i :
the quality of |questions: : 3 e maternal health care services. associated with
a Larsson and dimension, an aggregate  [the psychometric scale ) . b
maternal and |composite % gt e 3) Those who were literate tended to rate perceived quality of|
i Larssons score was calculated using |(statistically significant " <
newborn perception scale of Cross- X : 5 ) the ANC service more highly than the care. We conclude
. : theoretical model: [the un-weighted item chi-square result at the|_ = .
care? 27 items clustered |Kambala et 5 sectional;| . . 8 illiterate. Perceived that proper
1: : 2015 Malawi o client perception. |means, representing three |P <0.001). Root Mean . B B 9
Experiences |around three al facility . 4) Mode of transportation: women that had |quality of care |interventions or
) ) outcome variables. Square Error of ) ) :
and dimensions; rated based : o p 5 used motorized transportation were more practices and
) , : References Descriptive statistics were |Approximation - b H s
perceptions of |using a visual scale " 5 T ey likely to rate the service highly than those policies should
. 1) Wilde et al used to display distribution |(RMSEA) of <0.05 as :
women in the |of 1to 10. . .~ _.|who had walked. consider these
(1993) of explanatory variables well as Comparative Fit . .
central and 5 5) ANC and PNC care rated highly if the factors when
and one-way analysis of Index (CFl)and 5 . 7 =
southern References . o health worker introduced before attending making quality
g variance was used to coefficients of g A
regions 1) De Schutte HE—— determination (CD) of to patients. improvements.
(2000) Y 6) Being offered to have a guardian by one’s
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Client
perceived
quality of the
postnatal
care provided
by public
sector
specialized
care
institutions
following a
normal vaginal
delivery in Sri
Lanka: a cross
sectional
study

The Client
Perceived Quality
of Institutional
Postnatal Care
(CPQIPNC)
questionnaire- was
developed by the
Principal
Investigator (PI) :
23 items under
three domains:
technical and
information
domain,
interpersonal care
domain and ward
faccilities and
cleanliness
domain. 5-point
Likert scale used
for rating.

Wickramasi
nghe et al

2019

Sri Lanka

Cross-
sectional;
facility
based

NA

A cross sectional survey
was conducted in
specialized institutions of
Colombo district, Sri Lanka,
to assess the maternal
perceptions of the quality
of regular postnatal care
and its correlations, using
an interviewer
administered
questionnaire. Descriptive
statistics were used to
assess the perceptions and

Validated using
Exploratory and
Confirmatory Factor
Analysis (EFA &CFA),
internal consistency
and test retest
reliability of 0.94. 2%
of questionnaires
completed by data
collectors
readministered by the
PI for reliability, Inter-
rater reliability

multivariate analysis was
conducted to assess the
significant correlates of
positive perceptions.

d by comp
Intraclass correlation
coefficient (ICC=0.96 -
0.99)

1) The ward facilities and environment
domain has obtained lower ratings
compared to technical and interpersonal
care domains.

2) Several services were significantly
associated with favorable perceptions.
3) This assessment should be carried out
regularly to obtain more current data.

Limitations:

1) It assessed the perceptions of the
mothers who attend specialized institutions
only. The perceptions of the mothers who
attend non-specialized institutions may be
quite different to these findings.

2) The effect of courtesy bias that is
introduced when information is collected
through exit interviews may have led to an
over estimation of the results. However, use
of interviewers who were not involved in
patient care and ensuring privacy during the
interviews were aimed to overcome this
issue.

Perceived
quality of care

Majority of
mothers had
favorable
perceptions of the
quality of care
received by them.
Authorities should
consider these
findings when
attempting to
improve care
quality.
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Patient-
experience
during
delivery in
public health
facilities in
Uttar Pradesh,
India

Instrument
developed based
on Person
Centered
Maternity Care
scale with
additional
questions on the
process off seeking
and receiving care
which reflects
aspects of clinical
management.
(Rating scale not
mentioned)

References
1) Afulani et al
(2018)

Montagu et

3

2019

India

Cross-
sectional;
facility
based

Based on Afulani
et al (2018)

Patients from facilities att
all four levels of the UP
system, validated PCMC
survey administered 50
patients per study site.

Not mentioned

The limited capacity to manage
complications in lower-level PHCs and CHCs
is intentional—these facilities not required
to provide emergency obstetric services
(EmOC) - (National Health Systems Resource|
Center, 2017). Referral systems should
transport those who need emergency care.
In multiple models, it was found that clinical
experiences—attention, care and
counselling—were strongly and positively
correlated with higher levels of patient-
centered care, regardless of facility type.

Limitations

1) Cross-sectional data: lacks causality

2) Recall bias;closer time of delivery may
lead to a positive bias due to success of
delivery.

3) Interviews conducted at the facilities are
also open to bias as women may be
unwilling to be critical of the providers who
are nearby, or the facility in which they still
reside.

Quality of
care

Person-centred
care is a key
component of
overall maternal
health quality. The
experiences of
women during
labour and delivery
influence their
adherence to
medical advice and
care. Good clinical
services must be
paired with good
person-centred
care, and balancing
the attention to
each aspect of care
will be important
for future quality
improvement
efforts in India.
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Exploring the
Prevalence of
Disrespect and|
Abuse during
Childbirth in
Kenya

Exit survey
developed and
used for baseline
data collection
(rating scale and
other details not
available).

References
1) Bowser et al
(2010)

Abuya et al

2015

Kenya

Cross-
sectional;
facility
based

Based on Bowser
and Hill (2010)

Before-and-after study
designed to measure the
effect of a package of
interventions to reduce the
prevalence of D&A
experienced by women
during labor and delivery in
thirteen Kenyan health
facilities. Data were
collected through an exit
survey of 641 women
discharged from postnatal
wards. The tool was tested
in local context and then
retested (details not given).

validated through
qualitative interviews
with clients to identify
potential gaps in the
Construct Map. Exit
tool developed and
validated through exit
survey, reliability
checked through
follow up narratives
after two weeks.

There are no statistical associations
between different categories of reported
D&A with client age, education, and socio-
economic status. Lack of associations: under
reporting. Clients with higher parities were
more likely to be detained; this was also the
case women who were bribed for services.
This observation is likely linked to better
planning among primigravidae than women
who have already had children. Women
with higher parity more likely to experience
non-consensual care compared to those
without prior children, which may be due to
provider perception that multi-parous
women already have previous birth
experience.

Limitations

1) Underreporting: interviews were held
within the facility groun or due to the fact
that women have “normalized” some of the
behaviors.

2) Framework of Bowser and Hill (2010) not
yet tested or validated.

Proportion of
women who
experienced
any form of
D&A.
Proportion of
women who
experienced
particular
category of
D&A.

One out of five
women
experienced feeling
humiliated during
labor and delivery.
Understanding the
prevalence of D&A
is critical in
developing
interventions at
national, health
facility and
community levels
to address the
factors and drivers
that influence D&A
in facilities and to
encourage clients’
future facility
utilization.
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The reported frequency of disrespect and
abuse varied by time (time from delivery) of
the interview. This may be due to courtesy
bias—reluctance to disappoint researchers
by giving negative ratings. Three items in
particular were reported much more
frequently in the community follow-up than
on exit: being ignored, threatening or

Ext and follow-up
questionnaires
were devloped.
Exit interviews at
the facility and

This is a health
|system crisis that

Disrespectful Proportion of |requires urgent

frequency of reported

would have provided greater precision of
estimates and more power to discern
associations.

and abusive Cross- _ R P negative comments and slapping or women who |solutions both to
follow-up surveys ) abusive experiences during . = S ) B
treatment _ sectional; £27 Sstiaiengy Both questionnaires  |pinching. experienced |ensure women’s
g " were community e < facility childbirth in eight 2 R 8 2 AN
during facility facility |Questions based A . |developed in English, disrespectful |right to dignity in
5 , based . Structured A 2 health facilities in Tanzania e 2
5 |delivery in . " Kruk etal 2018 Tanzania based Bowser and Hill A N translated to local Limitations: and abusive  |health care and to
, questionnaires and examined associated = I 3
Tanzania: a S and (2010) language and 1) Assessment relied on self-report treatment improve effective
- used. 5-point Likert i factors. The study . . = " 4 = N
facility and communi 5 retranslated 2) Choice of ‘any disrespect and abuse’ to  |during facility [utilization of
% scale was used for was conducted in rural i = A K R
community N ty based . measure frequency limits our ability to delivery in facilities for
rating. northeastern Tanzania , X AT
survey compare severity of the abuse among Tanzania. childbirth in order
women. to reduce maternal
References o 3
3) budget constraints prevented us from mortality.
1) Bowser et al having a larger community sample, which
(2010) 4 8 ple,
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Disrespect and|
abuse during
facility-based
childbirth in a
low-income
country

Questionnaire
developed with
demographic
characteristics and
seven categories of
disrespect and
abuse. Individual
events were
considered with
calculation of
frequency of
events in whole
sample.

References
1) Bowser et al
(2010)

Okafor et al

2014

Nigeria

cross-
sectional:
facility
based

Questions based
Bowser and Hill
(2010)

A questionnaire-based,
cross-sectional study was
undertaken at Enugu State
University Teaching
Hospital between May 1
and August 31,
2012.Women accessing
immunization services for
their newborns were
eligible when they had
delivered in the previous 6
weeks and had received
prenatal care and delivery
services at the hospital.
Pretested (details not
mentioned, supplementary
given)

Not mentioned

1) provision of non-consented care services
was the most common form

2) Women are often denied the right to
make informed decisions about the care
they are given.

3) Providing counseling and obtaining
informed consent are one of the best ways
of avoiding litigation in medical practice.

4) Women received various forms of non-
dignified care during childbirth, ranging
from receiving slanderous remarks to being
threatened with a cesarean delivery.

Limitations

1) Recall bias

2) Presence of medical intern during
interviews may have influenced responses.
3) Opinions of health workers not sought
4) Hospital based study - restricts
generalizability.

The
proportion of
women who
had
experienced
disrespectful
and abusive
care during
their last
childbirth.

Disrespect and
abuse during
childbirth are highly|
prevalent in Enugu.
The findings
indicate the size of
the issue of
disrespectful and
abusive care during
childbirth in low-
income countries.
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A facility-
based study of
women's
satisfaction
and perceived
quality of
reproductive
7 |and maternal
health
services in the
Kenya output-
based
approach
voucher
program

An instrument was
developed to
conduct exit
interviews.It was
grouped in to 23
items with rating
using five point
likert scale

Oyugi et al

2018

Kenya

cross-
sectional:
facility
based

based on literature
review and
Donabedian theory

References

1) Donabedian et
al (1980, 1988,
1990)

An exit interview was
conducted on 254 clients in
public health facilities, non-
[governmental
organizations, faith-based
organizations and private
facilities in Kitui, Kilifi,
Kiambu, and Kisumu
counties as well as in the
Korogocho and Viwandani
slums in Nairobi, Kenya.
Semi structured interview
guide administered through
face-to-face in-depth exit
interviews using
questionnnaire created
after in depth literature
review suited for health
care setting.

Principal component
analysis with
orthogonal varimax
rotation was
conducted. Kaiser-
Meyer-Olkin measure
(0.893) for Exploratory
factor analysis done,
Bartletts test of
sphericity (X2 (276)
=2866.439, P <0.001),
Cronbachs alpha
coefficient (ranged
from 0.525 to 0.904)
was used for reliability
testing

Components of staff conduct and practice
provided a significant influence on the
perceived quality of reproductive health
services. User satisfaction with vouchers
was highly correlated to satisfaction with
clinic reception and clarity of doctor’s
explanations. Respondents were happy with
the competence of staff in the facilities.
Women perceived that clean drinking
water, availability of bathing facilities
especially after delivery, and privacy when
being examined, were essential
components. Women are content with
majority of quality aspects.

Limitations

1) Studies involving perception: there is a
propensity to provide favorable answers to
the questions.

2) In some remotely located facilities,
designated number of women not found
because of difficulty in accessing the
facilities.

3) Women interviewed within vicinity:
courtesy bias.

Womens
perception of
quality of
services score

Majority of the
women perceived
the quality of OBA
services to be high
and were happy
with the way
healthcare
providers were
handling birth
related
complications. .
Findings can be
used by health care
managers as a
guide to evaluate
different areas of
healthcare delivery
and to improve
resources and
physical facilities
that are crucial in
elevating clients’
level of
satisfaction.
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Consultation time, medical care by the

attending doctor and nursing care are rated Pain management,
to have higher rate of overall satisfaction. client privacy and
Assessment of ‘ : The clients seem to have higher satisfaction client provider
3 Questionnaire : A
client = i o with regards to the doctor and the nurse communication
i .. |developed with This is an institution based S g
satisfaction in . y g communication. Attitude of the health need to be
two parts: socio- cross sectional descriptive | . . :
labor and 2 cross- High internal workers was found to have a relatively addressed to
; demographic . study. A total of 423 . ) ) ) . .
delivery % s sectional: [ y higher satisfaction score. Environmental Client ensure the
8 . section and 20 Melese et al[2014 Ethiopia - NA postpartum women were . . . . . :
services ata 3 S facility ¥ 2 (Cronbach's alpha = factor was found to be one of the major satisfaction satisfaction of
5 satisfaction related interviewed. Data was : 2 , : T
maternity . based Y . |0.82) factors affecting client satisfaction maternity clients.
variables rated analyzed using SPSS version 2 A %
referral 2 X o outcomes. Clients whose educational level The clients need to
=l using a 5-point 20 statistical package. I ) ) R
hospital in ¥ is secondary school were more likely to be be involved in the
o Likert scale. e . % X
Ethiopia satisfied with attitude of the provider and management of
providers communication. Clients who their own health
stayed longer in the hospital tended to have problems.

higher satisfaction with the health care.
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S.
Instrument Validity and/or R dations/ Str hs &
No Title Author | Year | Context Type Framework Methodology ty / b Conclusion
description reliability weaknesses
Literature review, reference 1) The instrument development procedure
group activities, user was designed to ensure good content validity,
A questionnaire interviews, cognitive . and the assessment indicated that the
¥ Scales internal ey
to measure interview and pilot test. o iitaits donn questionnaire has good reliability.
women'’s Participants identified from ) v 2) The PreMaPEQ can be used either as a The PreMaPEQ appears to be
. using Cronbachs i
experiences with [Questionnaire hospital records. Completed aibhscosticlant whole or in parts that are adapted to the an acceptable, valid and
pregnancy, birth |development : Nation- questi ires were d w’r)\ich for all scales service in question. reliable tool for collecting
and postnatal PreMaPEQ: Most | _. wide Cross- using descriptive statistics, 3) The low percentage of omitted answers women's experiences of the
1 2 Sjetne et al|2015  [Norway NA 3 was >0.7. All but i 5
care: instrument |questions sectional explorative factor analyses, i rassestas hadain suggests good acceptability, and the lack of  |whole course of maternity
development answered using 5- survey psychometric measures and itraclassconeiation increase in omitted answers indicates that the |care in health systems that
and assessment |point likert scale. confirmatory factor analysis 3 length of the questionnaire does not tire the  [have features in common with
i coefficient for test i
following a (CFA). Conducted in a K respondents. the Norwegian health system.
2 « d retest stability of : .
national survey university hospital in women 50,700 4) The use of a centralized national survey that
in Norway over 16 years of age overa2-| is uniform across the different phases of care
month period. (Sample size and geographical regions is more likely to yield
not mentioned) data that are comparable,
Survey that involved an exit
interview was conducted
from September to
November 2009 in three
referral hospitals in Ethiopia. Limitations: First, data are restricted to
Donabedian A total of 417 delivering delivery experience to referral hospital The overall satisfaction of
) An instrument was i : "
Mothers' developed for exit quality mothers were enrolled in the thereby limiting generalization to the overall  |hospital delivery services in
satisfaction with | ,p facility assessment study. We collect data health facility experience of childbirth by this study is found to be
referral hospital inferviews Tayelgn et based framework. systematically from every women. Second, potential response biases suboptimal. The study
2 adopted from the 2011  |Ethiopia : Not mentioned 5 : : ]
delivery service al Cross- other postnatal woman who often present in patient satisfaction studies strongly suggests that more
framework with a : G M
in Amhara S-point likert sectional [References delivered in the referral related to social desirability. We tried to could be done to assure that
Region, Ethiopia sc:Ie 1) Donabedian |hospitals. The questionnaire minimize this bias by interviewing mothers in a|services provided are more
' et al (2002) was pre tested on 40 separate room by trained nurses who are not |patient centered.
postnatal mothers at the affiliated with the facilities studied.
University of Gondar
Teaching and Referral
Hospital one month prior to
the actual data collection
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A questionnaire
was developed on
the basis of
previous research
and informed by a

Standard service
quality category

Study is a pilot for the
developed instrument with a

Exploratory Factor
Analysis used for
scale identification.
Scale reliability

1) Administering the questionnaire in the
postnatal period: women’s overall maternity
care evaluations often become clearly formed
at around three to six months after the birth,
particularly for first-time mothers.

2) The study identified theoretically informed,
reliable and valid stand-alone scales that

The nine brief scales focusing
on distinct care elements
identified via prior qualitative
research suggest that the

of maternity
services.

References
1) Duong et al
(2004)

1) Duong et al
(2004)

quality scores were analysed
by ANOVA with post-hoc
comparisons and multiple
linear regression.

score and overall
patient satisfaction
score

questionnaire might incur less courtesy bias.[@
4) Inclusion of women who delivered at home
could have provided important clues on their
non-utilization of delivery services.

5) Quantitative nature of the survey
methodology

Maternity-care: |framework of facility framework: sample of 195 women who  |statistics using , " 3 scales were psychometrically
¥ A = measure women’s public maternity care 3
measuring standard service y based SERVQUAL had recent experience of Cronbachs alpha for ) ey " . sound. At a practical level, the
3 ¢ % ~|Clarketal |2016 |Australia g % & expectancies, developed primarily to identify g
women's quality categories Cross- birth was undertaken to each dimension & ) scales are brief and easy to
. E i ) ) : potential quality improvement areas. ol 5
perceptions covering the sectional |References establish valid and reliable  |(ranged from 0.75 - 5 + complete, providing public
ity G . 3) Scales’ appropriateness for culturally and A 4 )
spectrum of 1) Parasuraman |[scales pertaining to different |0.91). Those items Seaia Z i maternity-care providers with
= 2 2 s linguistically diverse (CALD) groups remains to d .
typical consumer et al (1988) stages of maternity care. with coefficient 56 establiehed a tool to improve service
concerns. A five- value <0.70 were s quality from the clients’
. " 4) Core aspects seem consistent across groups o
point Likert scale removed. z g 4 3 perspective.
defined by parity and by birth experience,
was used. X z
which supports a standard instrument for use
In assessing women’s views.
20-item scale 1) Birth centres should be supplied with
adapted from a competent midwives and more equipment.
previous study, A cohort of 701 pregnant They should be linked with the hospital by
three subscales: women of 5 months or more |Cronbach's alpha reliable transportation in case of an . y
2 Instrument . 2 Overall, perception of quality
health facility, [gestational age were confirmed internal [emergency. ’ s
developed for 5 2 ¢ v 3 g differed significantly by types
health care g __|recruited and interviewed, consistency (0.85 for [2) There is also an urgent need to improve <
, ) assessing quality| ) o ; of health facility used for
Women's delivery, and . 3 followed by another the whole scale). essential facilities such as water supply, toilet s
. ) community{of maternity I R o - . 4 - delivery. They rated lowest
perception of interpersonal B interview within 45 days of |Concurrent validity |and waiting room at the public hospital, as " s -

5 s based services in % % 4 S ¢ i the supplies and equipment in
quality maternity |aspects. Four Karkee et . 5 delivery. Developed was evident with long as the provision of maternity services .

4 X T 2014  |Nepal prospective|Vietnam was 5 5 % R birth centres and the
services: a point likert scale  |al isntrument was tested on 25 |correlation of 0.78  [remains the responsibility of the government. A% %

o ) cohort adapted. ) amenities and interpersonal
longitudinal used for assessing postpartum women (not between the total  |3) Courtesy bias could not be ruled out; 3 Z g
survey in Nepal |perceived quali study included in study). Perceived |perceived qualit however, usage of a self-completed acpects inithe public haspital,

¥ P p quality References i P q 4 #usag P Accordingly, attention to

these aspects is needed to
improve the quality.
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Satisfaction with
emergency
obstetric and
new born care
services among

A structured
interview
administered
questionnaire was
developed: two

Study was conducted in
Jimma Zone from April
01-30, 2014. The data were
collected by interviewing 403
clients, who gave birth in the

high internal

The level of clients’ satisfaction with
Emergency Obstetric and Newborn Care
services was low in the study area. Factors
such as availability of essential equipment and
drugs, health workers’ communication, health
care provided, and attitude of health workers

The efforts of health facilities
leaders and health care

at Arba Minch
town and the
surrounding
district, Gamo
Gofa zone, south
Ethiopia

different literature
(references not
given)

district.

Reliability checked
using Cronbach's
Alpha coefficient
(0.87).

time) to reduce maternal mortality and
morbidity and realize millennium development
goals.

5 f < facility ) ¥ had positive association with client satisfaction -
clients using parts (i) past 12 months prior to data |consistency of the 3 o providers towards
2 2 . |Kumsa et 2 | based B : ,_|with Emergency Obstetric and Newborn Care | .
5 |public health sociodemographic 2016  |Ethiopia NA collection in 34 randomly variables (Cronbach'’s g e . improvement of quality of
e . o al Cross- 2 5 services. This in turn could affect utilization of s
facilities in variables (ii) 19 3 selected public health alpha coefficient = J care could contribute more
) . ) sectional o . Emergency Obstetric and Newborn Care
Jimma Zone, satisfaction facilities. The instrument was |0.756) & 2 R for better maternal
A A 2 . X services and play a role in contribution to . :
Oromia Regional |related variables; validated by conducting pre- " satisfaction.
0" ; e % S maternal and new born mortality.
State, Ethiopia; a |Five point likert test in health facilities near
cross sectional  [scale used in the Jimma zone (sample size not it e < :
stid —— - Limitation: Potential recall bias due to long
v q . ’ time lapse after childbirth couldn’t be ruled
out.
Client
perspective
assessment of Questionnaire Although majority of women
women's Structured prepared in english, [Intensifying intervention programmer and were satisfied with the labour
satisfaction questionnaire translated to local  [stakeholders and delivery service they got,
- A total 256 women who gave " s " " . ’
towards labour |developed with 5- i i - = language, then working on labour and delivery care practice  |their level of satisfaction was
s = facility birth during the study period S < g
and delivery care |point likert scale; ¥ 5 translated back to  [should focus on these determinants influenced by educational
o 3 3 Dewana et _ based were included in the study. > % 5
6 |service in public |Questions 2016 |Ethiopia NA ) english to check for |(educational status of women, women status, number of ANC visits,
o al Cross- Pre-testing done for 5% of = ) e sas ST
health facilities |adopted from . SR consistency. attending ANC clinic, payment status, waiting |waiting time, and payment for
sectional sample size in adjacent

drug and supplies. Thus, public
health intervention working
on improving delivery care
should consider these factors.
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The study
instrument was
self-administered

Our survey was conducted

Limitations

Our study illuminated the
importance of interpersonal
aspects of care and education

point likert scale
and an overall
rating using 10-
point visual
analogue scale.

and 810 women 6 weeks
after delivery. Content
validity of pilot version
carried out with a small
sample (N=40)

from 0.68 to 0.89.

measure performance from the perspective of
clients.

3) Women with a low educational level were
underrepresented in our studies.

4) A minority of the non-western women
participated.

with a 5-point from January 2009 to January 1) Patient satisfaction scores usually present a |for maternal satisfaction.
Likert scale. 2010. The sample consisted . limited and optimistic picture. Improvement of the
Internal consistency ¥ —
Outcome of 50% of women who R lenvironmental conditions in
Maternal 8 & pe . and reliability . y
2 2 : variables: ” expected childbirths during ; Recommendations hospitals, the WHO program,
satisfaction with d S g facility ) assessed using . ) . o X
5 satisfaction with - the study period from all 76 : Importance of measuring patient experiences |Baby-friendly Hospital, and
organized A |Matejic et Z based SRR 2 Cronbach's alpha £ S = 3508
7 & . |technical and 2014  |[Serbia NA public institutions with bl of care, rather than exclusively satisfaction above all providing all
perinatal care in S al Cross- 5 ! coefficient (0.787). 2 5 S ¥
5 J professional 2 obstetric departments in with care. Detailed assessment about specific |pregnant women with
Serbian public sectional . , . Face and content . % . . .
Y aspects of care; Serbia. The first version of 25 aspects of patients” experiences are likely to  |antenatal education, are
hospitals O _ < validity tested on < R 2
communication the questionnaire was be more useful for monitoring the recommendations which
A 2 separate 10 women. 3 ¥
and interpersonal piloted on separate 10 performance of various hospital departments |would more strongly affect
aspects of care; women who recently gave and wards and could point to ways in which  [the perceptions of quality and
and birth. delivery of health care could be improved. satisfaction with perinatal
environmental care in Serbian public
factors. hospitals by women.
Strengths
A dual study design was used 1) The ReproQ focuses on the actual
Development of ; : g
ReproQ, a self for development and experiences of women with maternity care.
P 2 validation. Structured 2) The ReproQ is unique in the coverage of the
report instrument, ¥ ) P g R X
2 interviews established the eight responsiveness domains.
included two : s
B domain relevance to the Content validity 3) To prevent cross-over effects from labour
Measuring client g . women; all items were determined through [and birth to the antenatal experiences, we
7 4 one for 8-domain WHO : %
experiences in 5 separately commented on.  |structured created two separate questionnaires to :
. antepartum responsiveness i ) N . The ReproQ appears suitable
Maternity care F Respondents were interviews, construct [measure the experiences during pregnancy R %
experiences, one o model. : e 7 2 y for assessing quality of
under change: - facility approached by maternity validity based on and the experiences during delivery and y
for peripartum e ¢ maternity care from the
development of Scheerhag based care organizations with response patters, postpartum care. 8 : £
8 A . and postpartum 2015 |Netherlands References . : . clients' perspective.
a questionnaire : en etal Cross- 5 different levels of integration |Exploratory Factor & i
experiences. The ) 1) Valentine et . i . e e Recruitment of disadvantaged
based on the 5 sectional of services of midwives and |Analysis, Reliability |Limitations 2 =
final version 2, al (2003) B 2 & oo A groups requires additional non
WHO : : obstetricians. We sent assessed using 1) fewer clients participated in the group e
< consists of 33 2) Valentine et § 5 o i 8 2 2% digital approaches.
responsiveness femswithad al (2007) questionnaires to 605 third  |[Cronbach's alpha interviews than anticipated
Model trimester pregnant women, |coefficient ranged  |2) There is no reference standard available to
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Development of

Instrument was
developed; Final
version of
instrument

In order to generate the
questionnaire, we reviewed
previous studies, interviewed
related people, held
discussions, refined

Exploratory factor
analysis conducted.
Cronnbachs alpha
and inter-subscle
correlations used for

Limitations

1) Test-retest reliability of the tool not
evaluated.

2) Data of 1822 patients missing because they

The in-patient satisfaction

Institution based
cross-sectional
study

service users. The
rating was given
as a percentage.

related factors. The
instrument was prestested
using a small sample not
included in the final analysis
(sample size not mentioned).

by big hospitals like the University of Gondar
hospital might potentially affect their
satisfaction.

3) Other studies utilizing observation and
qualitative techniques are recommended.

an In-patient consisted of 28 facility £ T R > BT 2 > R < :
- ¥ N questionnaire items after the |reliability testing was|were pediatric patients (satisfaction filled by |questionnaire was proved to
satisfaction items . ’ based 2 . g ?
9 s A 5 5 Weietal |2015 |[China NA pilot study, and finally above 0.8 for all parents) have optimal internal
questionnaire for|questionnaire, Cross- I’ o ¥ L4t
: 3 5 conducted a large cross- items. Feasibility and C y, reliability, and
the Chinese independently sectional y g . S
” ) sectional survey to test the |acceptability of tool |Recommendations validity.
population filled by all % ; 5 .
Stigits: Rt questionnaire. Pilot study examined by 1) Further research should focus on test-retest
ZOne asliwa ﬁse carried out with 695 patients |percentage of reliability of the instrument using acceptable
L & using a 41 item questionnaire |missing item techniques.
point Likert scale. f e
with a 5 point likert scale. responses.
Study was conducted at the Institutional delivery is one of the best
clieit University of Gondar Referral strategies to decrease the very high maternal
g . .. |Standardized Hospital. 593 mothers who mortality rates in developing countries. To
satisfaction with . i : o " > 3 5
Ak questionnaire [gave birth between July and achieve it, promoting quality maternal health |The level of satisfaction of
ng' designed with 36 September 2016 were services with a better client satisfaction is vital.|laboring mothers with the
and delivery care |, ) e 5 : :
aihd assoclated items to obtain enrolled. Study participants Respectful, compassionate and caring labor and delivery care
information; were selected by systematic behaviors are expected from providers for services was poor. Rural
factors among 3 N Internal k . i i y ! N o
demographic . random sampling. The 2 ... |increasing maternal health service satisfaction. |residency and chronic medical
mothers who S facility ; consistency/reliabilit e B
. characteristics, dependent variable was A co-morbidity were negatively
gave birth in 2 |Gashaye et o based 2 A y checked using o ¢ .
10 et reproductive 2019  |Ethiopia NA maternal satisfaction and Limitations associated with level of
university of " al Cross- L ) cronbachs alpha . s . . .
. history, 4 independent variables were 1) Involvement of only one health facility may |satisfaction while travel time,
Gondar teaching - . sectional . (value not X : ) y
2 satisfaction, and patient related factors, 4 not represent the satisfaction level of laboring |mode of delivery, and
hospital: 5 A mentioned) 3 7 4
Northwiest factors affecting health professional related mothers in the area. payment free delivery service
Ethiopia: satisfaction of factors and health facility 2) Mothers’ expectation of services provided |had a statistically significant

positive influence on
satisfaction.
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Semi structured
interview based

A descriptive, cross-sectional
study was conducted in
maternity ward of Bheri

Content validity by
extensive literature

1) Further studies can take into consideration
the findings and limitations of this study for

Majority of mothers were
satisfied by the delivery

health centers in
Addis Ababa,
Ethiopia

Ethiopia. A Yes/No
scale was used.

References
1)USAID (2011)
2)Bowser et al
(2010)

maternity care
tool kit.

References
1)USAID (2011)
2)Bowser et al
(2010)

questionnaire was
d ed to 173 mothers

immediately prior to
discharge from their
respective health facility. Pre-
testing conducted with 3% of

[sample size.

and reliability testing
not assessed for the
instrument.

should be communicated to health care
workers and clients to promote respectfulness
of care

2) Mixed method approach to deliver more
complete information.

3) Health administrators and service providers
should promote and institutionalize locally
contextualized respectful maternity care
standards.

questionnaire was Conceptual ) review, consultation |better results. i .
2 Zonal Hospital, Nepal. A total | . 3 , service. Care givers need to
Maternal developed with framework . with stakeholders, |2) The study could be done in community
% 2 of 178 (Sample size A % fully understand the
Satisfaction on |three parts, 1. developed and z i translation and setting where postnatal mothers could freely _
" . i . e i calculated using Cochran's . 3 . - expectations the mothers
Delivery Service |sociodemographic facility modified from 3 retranslation done  |express their satisfaction levels. : .
o 5 formula) purposively selected . 3 have and provide care that is
among Postnatal |characteristics, 2. based Donabedian from english to 3) Care givers need to fully understand the "
11 > 7 Panth et al [2018 Nepal postnatal mothers were S 5 - C with those
Mothers in a obstetric Cross- model. I . nepali to retain the [expectations that the mothers have for their .
- 2 interviewed face-to-face R A 2 % z expectations. The health
Government characteristics, 3. sectional % 7 meaning of care and provide care that is consistent with g
£ 5 i using semistructured p b system should be devised to
Hospital, Mid- five point likert References : X questions, those expectations. : 5 E
8 interview schedules. s s increase maternal satisfaction
western nepal scale to assess 1) Donabedian ) ) Cronbach's alpha 4) The health system should be devised to j e
Preteseting done in 10% of R B 2 e in the health institution and
maternal (1988) ) . used for reliability  |increase maternal satisfaction in the health X N
3 2 mothers admitted in the : o 5 < provide maternal-friendly
satisfaction on , 5 testing (overall institution and provide maternal-friendly 4
. maternity unit (excluded ) service.
delivery. 0.825). service.
from the study).
Limitations
1) Use of quantitative methods may limit in
An instrument as Bowser and hill . roviding details.
% Study was undertaken in four P g' : eoros .
developed using (2010): seven health facilities in Addis 2) Gathering information immediately
total of 23 categories of e following delivery reduces the potential for This quantitative study reveals
T % Ababa, Ethiopia, to ; R 2
verification disrespect and Lo . recall bias but does not allow for an a high level of disrespect and
et N quantitatively determine the > A . . R SRR
criteria. abuse, Criteria . L understanding of how time and situational abuse during childbirth that
Status of ST level and types of disrespect |Translation into local| . s &
Verification of developed by circumstances may affect women'’s was not perceived as such by
respectful and ) ’ and abuse faced by women  |language to ensure ) ) e
5 birth companion the Maternal A S : perceptions of disrespect and abuse. the majority of respondents. It
non-abusive care| =~ s 5 during facility-based clarity of messages I PR S
" o criteria removed facility and Child Health| " " ° - . z is every woman'’s right to give
during facility- 2 childbirth, along with their and consistency A S
S asitisnota et based Integrated e . Recommendations birth in woman-centered
12 |based childbirth Asefa at al [2015 |Ethiopia subjective experiences of between data L
2 2 standard Cross- Program as part | . £ environment free from
in a hospital and . : disrespect and abuse. A collectors. Validty o o .
procedure in sectional |of respectful 1) Performance indicators used in this study  |disrespect and abuse.

Understanding how women
define abuse is crucial if
Ethiopia is to succeed in
increasing the uptake of
facility-based births.

37




Master of Public Health

Dr.

Ahmed Shammas Yoosuf

13

Factors that
influence
patients'
satisfaction with
peri-partum care
in Germiston
hospital
maternity unit.

Structured
questionnaire
developed based
on previous
surveys; 5-point
likert scale.
Factors studied:
pain relief,
cleanliness,
privacy, health
education, and
information and
participation in
decision making
about their care.

References

1) Matizirofa et al
(2006)

2) Duff et al (2001),
3) Janssen et al
(2006)

Khumalo

2013

South Africa

facility
based
Cross-
sectional

This cross-sectional
descriptive study was done
among 260 women aged 18
years and above during the
first three days of the
postpartum period. The
questionnaire was pre-tested
on ten women in the
antenatal clinic and it was
found to be well understood
and no changes were made
to the questionnaire. The ten
questionnaires were included
in the analysis.

Not assessed

Limitations

1) Non-probability convenience sampling was
used for the study. This method provides
opportunity for sampling bias.

2) Women may be reluctant to criticize their
care due to gratitude bias.

3) Study was done very soon after delivery
which predisposes to information bias.

4) A qualitative study design might have given
richer information.

Recommendations

1) Provisions to assist health workers to
improve their communication skills.

2) Patients should be encouraged to take an
active role during consultation with health
care providers.

3) The matrons and clinical managers should
ensure that women are given pain relief during
labor.

4) Randomised control studies to remove
selection bias.

5) Qualitative research to explore patient
satisfaction

There were varying levels of
satisfaction with services
during labour. Cleanliness,
privacy and information
sharing by nurses were viewed|
by women as adequate. In
contrast pain relief, time
spent explaining procedures
and information sharing by
doctors was rated as
unsatisfactory. These three
factors should be taken into
account when designing
quality improvement
programmes in the maternity
department.
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Based on WHO's

A population-based cross-

It is crucial to ensure that every woman

point likert scale.

from the mothers referring
to health care centers
affiliated to Iran University of
Medical Sciences in five
cities. Pilot tested with 30
women.

(0.86), in delivery
(0.85), and in
postpartum care
(0.78)).

evaluating the effect of governmental or
private centers’ attitude toward RMC.

Instrument sectional study, usin,
quality of care % Ve : & z delivers in a safe environment and that Childbirth at the primary level
developed based structured interviews with . s ) e e
on published framework, iblished saqlibnies of primary level facilities are enabled to provide |[facilities contributes to the
P Srivastava's P . 4 . evidence-based routine childbirth care and level of satisfaction. The
sequences questions assessing 3 i & e
. conceptual ) . ) 2 basic emergency obstetric care, as well as, provision of childbirth care
. previously used to satisfaction, including 4358 i . > "
Mothers'’ framework of i - referral capability for complicated cases. should consider women’s
. il .., |measure mothers who gave birth Confirmatory factor . .
satisfaction with R < " maternal ; ; Strength of the study is the population-based |preferences and needs,
> satisfaction. A five X % during the 12 months before |analysis done (0.98) % g AR K 3 4 4 B 3
care during o - satisfaction, . design, which minimizes ascertainment bias  [including having a companion
i point likert scale Population- % June 2016 to estimate and Root Mean R B S 3 ST
facility-based § ) < Donabedian 2 s s ot and is likely to have minimized the risk of of choice. We highlight the
S used in the Mocumbi Mozambiqu |based . |satisfaction with childbirth  |Squared Error of . S - " E
14 |childbirth: a ¢ 3 2019 model of quality . - sy social desirability bias. C in balancing safety
. questionnaire, etal Cross- care. Regression analysis was [Approximation was . )
cross-sectional . of care. 3 RS of care versus satisfaction
S programmed to be sectional used to determine the 0.08, indicating an o . < 5
survey in , 5 y Limitations with care and in developing
used on a tablet predictors of client acceptable fit to the " s %
southern 2 References z = 1) Use of a cross-sectional study: does not policies on the optimum
- using ODK Collect satisfaction. The data. 5 " < < pak
mozambique A 1) Tuncalp et al z S allow us to draw a conclusion bout causality. |configuration of childbirth
version 1.4.5. questionnaire was pretested H—— . = 4
(2015) < . 2) Recall bias: interviews conducted up to 1 care. Interventions to improve
3 and piloted with a group of 5 3 2 : g
2) Donabedian year after birth the interaction with providers
References mothers who were not 2 . R B
(1988) 5 2 3) The instrument despite being pretested and [and the provision of respectful
1) WHO (2001) % members of the identified 7 < §
2) Colbourn (2013) 3) Srivastava et study population (sample size piloted, the risk of measurement bias cannot |care are recommended.
al (2015) sl P be excluded.
not mentioned).
This is a study with mixed
sequential exploratory
design. Questionnaire design |Content validity by
is a part of descriptive survey |experts,
P . P L i o We have developed a new
y study and consists ofs five Confirmatory factor |It would be useful to develop another : X
Quality of . 3 - . . . ) = g 3 instrument as the 59-item
|phases implemented in one |analysis: Kaiser- questionnaire with specific categorized items &
Respectful 3 p N g ) B [QRMCQI for evaluating
i year. The phases include item|Meyer-Olkin index |in seven sections of disrespect and abuse ) "
Maternity Care < 5 2 2 8 ? 3 respectful maternity care in
Development : B or questions generation, face |(0.871), internal published by WHO and White Ribbon Alliance s
Questionnaire = i B y , : . Iran through a rigorous
and Assessment : facility validation, content validity  |consistency and in maternity care for the future studies on % 5
developed with 59 . 3 s . s : process of item generation
of Respectful S Taavoni et based |assessment, confirmatory reliability by RMC in Iran. The current questionnaire should e Ko
15 z items for 2018 |[lran NA A e 2 R R 4 and validity-reliability
Maternity Care evaliatin al Cross- factor analysis and reliability |calculating be developed while considering different sssessimantbesides
Questionnaire in £ sectional assurance of the Cronbach’s alpha factors, sub-scales and items classifications i iz
respectful . : = o B confirmatory factor analysis
Iran g . questionnaire. The coefficient such as dignity and respect, communication 5
maternity care in i 5 < R L that were in an acceptable
5 participants were selected (questions in labor [and autonomy, and supportive care with items
Iran, witha 5 range and can be used as a

reliable instrument for RMCin
Iran.
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The prevalence
of disrespect and
abuse during
facility-based
childbirth in
urban Tanzania

All study tools
adapted from
similar project
conducted by the
Population Council
in Kenya., study
not designed to
detect D&A
incidences during
surgical
procedures.

References
1) Warren et al
(2013)

Sando et al

2016

Tanzania

facility
based and
[community
based
Cross-
sectional

Based on
Bowser and Hill
(2010)

Assessment of the
prevalence of disrespectful
and abusive behaviors during
facility-based childbirth in
one large referral hospital in
Tanzania. Data obtained
through postpartum exit
interviews with 1914
systematically sampled
women and from community
follow-up interviews with 64
women four to six weeks
post-delivery. Additionally,
197 direct observations of
the labor, delivery, and
postpartum period were
conducted to document
specific incidences of
disrespect and abuse during
labor and delivery. One day
pilot after three day training
of data collectors.

Validity increases by
triangulation of data
sources on the
observed incidence
of disrespectful and
abusive behaviors
during client
provider interactions
during childbirth and
the incidence
reported by women
in the immediate
and the late
postpartum periods.
Analyses of validity
and reliability not
available.

Additional research and programming is
needed to strengthen health systems to
provide acceptable quality care—with the
principles of respectful and dignified maternity
care at the core of service delivery—in order
to realize every woman'’s right to respectful
care and to improve maternal health
outcomes.

Limitations

1) The study tools not validated in Tanzania.
2) The checklist employed for direct
observations of client-provider interactions
during labor and delivery was not originally
developed for measurement of disrespect and
abuse.

3) Budget and time constraints prevented
investigators from obtaining a statistically
significant sample of community follow-up
interviews.

'When matters of quality and
acceptability are not
addressed in the settings of
high patient flow, significant
resource and staff shortages,
situations arise in which
health care providers work in
demoralizing and stressful
conditions and a significant
proportion of women are
unsatisfied with their care and
suffer a violation of their basic
human rights. In summary,
disrespect and abuse is an
indicator of a health system in
crisis.
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Measuring client-
perceived quality
of maternity
services in rural
Vietnam

Instrument
adapted from 20-
item scale of
Haddad et al
(1998) with a total
score ranging from
-20 to +20.
Domains include:
health care
delivery, health
facility,
interpersonal
aspects of care
and access to
services.

Duong et
al

2004

Vietnam

Community
based
Cross-
sectional

Based on 20-
item scale of
Haddad et al
(1998)

Initially a qualitative study
with in-depth interviews and
focus groups discussions
were conducted to asses the
20-item scale. A survey of
200 women who gave birth
in July-August 2000 and 196
pregnant women in 34
communes in Quang Xuong
District, Thanh Hoa Province,
Vietnam. Instrument was
pretested on a separate
group of 16 women.

Factor analysis based
on principal
component
extraction followed
by oblique rotation.
Internal consistency
checked through
Cronbach's alpha
coefficient
(dimensions ‘health
care delivery’,
‘health facility’,
‘interpersonal
aspects of care’ and
‘access to services’
were 0.72, 0.64, 0.72
and 0.33,
respectively) Inter-
rater reliability
assessed by kappa
statistic

Although clients may not be able to evaluate
whether a specific technical procedure is
appropriate, they can, however, assess quality
according to the availability of medical
lequipment and the behavior of health staff
dealing with it.

Limitations

1) Firstly, the observed scores could be
confounded by maternity status, parity and
delivery location of the subjects.

2) The study sample was selected from a list
compiled from the official reporting system.
Although the routine reports of the National
Expanded Program of Immunization and
antenatal care programs were generally
considered complete, selection bias could not
be completely ruled out because there might
be some women who delivered at home but
were not captured in our list.

3) The variable ‘health care setting’ was not
included in the data analysis as the number of
respondents in each institution was small.

The feasibility, reliability and
validity of the instrument
were established in the
context of rural Vietnam. Its
application in evaluating other
health care programs should
be an important follow-up
action for the Vietnamese
government.
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Measuring lay
people's
perceptions of
the quality of
primary health
care services in
developing
countries.
Validation of a
20-item scale

An exit interview
questionnair
developed: 20-
item scale with a 4
point likert scale,
The scale includes
three subscales
related to health
care delivery,
personnel and
facilities.

Haddad et
al

1998

New Guinea

facility
based and
community
based
Cross-
sectional

There were 241 peoplein
one city and two villages in
Upper Guinea who
responded to the
questionnaire. Data
collection using using exit
interviews at facilities,
sampling technique used for
home interviews. Scales and
subscales constructed for the
items, analyses of reliability
and validity scores carried
out. Pretested on 12 people
to allow adjustment of
wording.

Reliability checked
by analysises of
internal consistency
and Cronbach's
alpha coefficient (
rangaed from 0.71 to
0.84, total score of
0.88), Inter-factor
correlations vary in
absolute values from
0.26 to 0.34.
Principal component
analyses and oblique
rotation carried out
for factorial validity.
Convergent validity
and discriminant
validity estimated by
Eta coefficient.

Formalization of scales for measuring the
quality of health care services in developing
countries should be pursued in order to
impose greater precision in evaluations of
health services. If the users' perspective is
taken into account, the development of these
services should move in a direction that
corresponds more fully to their expectations,
which is now one of the major challenges to
be met.

Results confirm the value of
the use of the scale developed
and highlight the need to take
into account the diversity of
how quality is perceived by lay!
people in developing
countries.
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Structured
questionnaire
adapted from
previous
questionnaires,

1) Interviews in an area near the postnatal
room or within the health facility might have
influenced some women to give accounts
more positive

2) Study excluded women who had undergone
Caesarian Section and women with severe
delivery and post-delivery complications.

Clients' used to measure
. . . . Based on comparative research design 3)Future research: reasons behind long waiting| = .
satisfaction with |clients level of 5 g X & 3 - S majority of clients from both
= . A 5 Donabedian with misex methods; times in public facilities. ! N e
quality of satisfaction. Exit S g . . public and private facilities
s 2 2 : theory for quantitative methods using a 4) Future research could link the time taken & R 5
childbirth interviews using Z, ) " A . . . . |expressed satisfaction with
g 2 - examining structured questionnaire, with the period upon which the client came in , E
services: A mixed methods, facility 2 S _ ; quality of services from
) ) health services |qualitative methods using and show whether emergencies may have o I N
comparative responses in form |Okumu et based S % : R 3 % z admission till discharge in
19 Gy 2018  |Kenya and evaluating |focus group discussion. Pilot |Not mentioned warranted quicker attention. A .
study between |of 5-point likert al Cross- 5 both public and private
4 : quality of care [study to pretest the data 5) Future research: stage of labour and the Py i
public and scale. sectional Ny . - . : facilities and were willing to
3 Lo collection carried out on 10% type of facility played a role in the differences
private facilities AR recommend other to come
i References of proposed research study in time taken. o )
in Limuru Sub- References _ s 2 . X and deliver in the respective
. 1) Donabedian |population (not included in 6) The study only depended on patients i
Colinty; Kiambly;: |1) Melesgietal (1990) the study) experience to gauge their level of satisfaction feelitias;
Kenya (2014) Y 4 e

2) Karkee et al
(2014)

3) Khumalo (2014)

4) Nyongesa
(2014)

but never used observation (qualitative
phenomenological study) as means of
verification. Future research should use
observation and client interview should be
conducted at the household level within 48 to
72 hours after delivery to ensure
comfortability.
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S
N Title Author | Year Type Methodology Findings Recommendations
o.
1) site and participant selection in future studies should be based on methods designed to ensure no systematic
1) Lack of randomization in the selection of |differences in the study sample compared to the target population.
study sites and participants jeopardizes the [2) To estimate the population rate of D&A, all women at risk (i.e., all women receiving maternity care in the study
application of the findings to facilities and  |facility) should ideally be included regardless of pregnancy outcomes. Stratified analysis could allow comparison of
women outside these settings. rates of prevalence for women with specific characteristics that may place them at differential risk for D&A.
2) Lack of standard inclusion criteria for Multivariable logistic regression can be used to assess the impact of multiple covariates including parity, length of
study participants in prevalence studies stay, etc. on the risk of D&A.
systematic review of |affects the comparability of resulting 3) Reliability and external validity are important concerns for researchers attempting to understand the
Nisthads usadin the literature in prevalence estimates, phenomenon of D&A in general and to compare across settings. Standardization of measurement would ensure
Brealence accordance with 3) Lack of standardization to ensure comparability of reported estimates. However, ensuring valid localized measures that capture the constructs of D&A|
ctudies of PRISMA (Preferred measurement of the same categories of as perceived and experienced within a specific context is also key to accurate measurement. It is therefore
disrespect and sando Systematic Reporting Iltems for  |D&A using the same operational definitions |important to acknowledge the tension between standardization and localization in developing instruments to
1 abisn diifing A 2017 Pty Systematic Review means that the measures of D&A are not measure the prevalence of D&A. Use of standard categories is important for comparability, while some leeway may
facility based and Meta-Analysis)  |comparable. be needed for context-specific operationalization of those categories. The primary aims of the research may help to
ehlidbirth: lessons guidelines. Five 4) Interviewing women inside or in close guide these decisions.
learned papers met criteria proximity to the health facility where they |4) conducting interviews to capture women's self-reported experiences of D&A in another safe, neutral setting is
and were included for [may have experienced D&A introduces a recommended.
analysis. significant risk of courtesy bias. 5) women’s self-reports of D&A may be more accurate when solicited after they have had some time to process
5) In the specific context of childbirth, recall |their experiences, and in a setting that is removed from the facility where they received maternity care. Future
may be poorer immediately following research is needed to explore this question.
delivery when women are physically 6) Observation by independent observers likely provides a more unbiased and accurate result, However, when the
exhausted and have not had time to outcome of interest is women'’s experiences of care~ ideally using patient-developed or patient-validated measures
mentally process the events that occurred  |and participatory research techniques - are the better approach to data collection. Capturing estimates of
during labor and birth. prevalence using both approaches, with careful attention to ensure comparable instruments, offers the possibility of|
understanding the gap between objective and subjective constructs of D&A.
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5.1.2 Identification of domains

Identification of domains for this instrument was a tedious task as it required both assessment of
patient satisfaction with the service delivery in terms of processes, as well as the assessment for
any D&A during the intrapartum and peripartum period which may not be captured properly by a
patient satisfaction survey. Therefore, based on previous questionnaires found from the literature
review, 9 domains were identified for the instrument. These included demographic characteristics
of the interviewed woman, client details on obstetric history and transportation and stay at the
facility, admission process, care during labor, care after delivery, physical environment, out of

pocket expenditure, discharge process, and overall satisfaction.

5.1.3 Content validity

Content validity of the instrument was ensured by multiple peer discussions based on the literature
reviews conducted individually. To ensure its validity and appropriateness, the standards
mentioned in the LaQshya guidelines were used as core areas which is required to assess the patient

satisfaction levels among the postpartum women in health facility.

5.1.4 Scaling responses

During the development process of the instrument, initially a nominal scale for most of the domains
apart from the overall satisfaction of the patient. However, before the process of item selection, all
the questions and domains were discussed among peers and the scales were modified according to
the nature and context of the question to have multiple responses. A 5-point Likert scale were used

for the overall satisfaction domain to categorize the patients into those who are completely
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satisfied, somewhat satisfied, neither satisfied nor dissatisfied, somewhat dissatisfied, completely

dissatisfied.

5.1.5 Item selection

After initial literature review and content validity 92-items were included in the preliminary stages
of instrument development. However, after thorough discussions among peers, some of the items
which were similar in nature was merged while those which were repetitive or irrelevant were
removed. Additional items were further added after scrutiny of the standards and means of

verifications mentioned in the LaQshya guideline.

5.1.6 Draft instrument
The initial draft instrument developed after literature review, content validity and item selection
included 104 items. Annexure 4 contains the domains and the items that was included in the draft

instrument.
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5.2 Patient Satisfaction Assessment instrument for recently discharged young infant
from SNCU/NICU

5.2.1 Literature review

Similar to the development process of the previous instrument, the literature review conducted
showed studies which employed either a questionnaire developed by the author(s) or one that has
been previously utilized in a previous study. Parent satisfaction within NICU was the most
common outcome among the studies found in the literature review(24-27). Few studies were found
on parental perception of stressors arising from and psychosocial environment of the NICU(28,29).
The frameworks utilized for the development of instruments used in these studies were based

Donabedian quality assessment framework.

Avrticles found during literature review was grouped based on studies that conducted pretesting and
pilot studies(29-36) and those that did not conduct any pretesting or pilot studies(24-28).
Limitations with the studies mostly included lack of validity of the instrument created and lack of
standardization of the instrument. Annexures 5 & 6 contains the tables about the research articles

found in the literature review.
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5.2.1.1 Literature review for Patient Satisfaction Assessment instrument for recently discharged young infant from SNCU/NICU
(pretesting not conducted)

S.
Instrument Framework Validity and/or
N Title Author| Year | Context Type Methodology y and/ Discussion o) Conclusi
o description / Model reliability
In this cross-sectional study,
parents of 300 infants 1) Study showed relatively high mean satisfaction
admitted to the neonatal the parent of three areas welfare service, medical . .
P % : 5 The relatively high level
intensive care unit and nursing care g :
. . of parental satisfaction
participated with cluster 2) The highest rates the parent satisfaction was . >
2 : § g g = \with the three domains
Questionnaire sampling of twelve elected |explratory factor related to education and discharge instructions )
: S : < 3 of welfare, medical and
Survery of created with a 6- government hospital in analysis used, lowest percentage of the parent satisfaction with % &

h i g . : nursing care services, can
parents point Likert scale, facility Tehran in 2012, cronbachs alpha medical care related to the lack of timely parent be a desirable indicator
Satisfaction of |that included three |Salehi based cross- Demographic data and data |coefficient for notification of change status of infants to parent. 8 " » 2

1L 2 2015 |lran NA . S A satisfaction |of the quality of services
infants domains of et al sectional on parental satisfaction reliability testing by  |3) In the area of nursing care 38.8 percent of parent |~ ) .
. . 3 . . 3 4 u 4 within NICU |provided, and the it is
admitted in  |welfare, medical study collected using valid and using instrument were satisfied with relatively or complete. Highest i
the NICU and nursing reliable researcher made completed by 15 percentage satisfactory was from education correct arentaIrZatisf the
services questionnaire, Data using mothers (0.96) breastfeeding method. The lowest percentage of P : Vs
A 2 A medical team has more
descriptive statistics (mean, parental satisfaction was weak coordination among .

% 2 2 cooperation and
standard deviation) and staffs in the take care from infants. atoaather
inferential statistics (Pearson 4) In the area of welfare 37.3 percent of parents 8 :
chi-square) were analyzed in were relatively or completely satisfied.

SPSS19 software.
Mothers’ expectations
were higher than their
1) Make an effort at clarification early in the assessments of actual
s H 5 treatment period. This could include written care. They were also
Two questionnaires internal consistency . . 3
i Higisis materials explaining the NICU rules and the higher than fathers’
according to 16 and reliability checked o 3 A S
. ;i R % rationale behind them, as well as group information lexpectations in both
Parents items: 4 point likert i using alpha coefficient i 8 4 2 3
& Study population composed sessions where further discussion and explanations Jewish groups, but not
satisfaction |scale, 2nd ¥ (0.6 for expectations
R > : of parents of VLBW infants would be encouraged. for Moslem parents.
with care in  |questionnaire e Adaptations : s and 0.7 for actual o A . . i
4 facility 4 hospitalized, nonprobability 2) Individual meetings with parents are also critical. Differences among
the neonatal |contained parallel of 16-item performance). Parent
B 2 b Austlan based cross- sample of 83 infants % Staff should not assume that, because parents 2 " groups were observed
2 |intensive care |items reworded for 2003 |[lIsrael R scale by Original hebrew : 2 satisfaction
) ) der et al sectional ) selected, parents . N belong to a certain group, they share that group’s ,, for expectations
unit: the role |measuring Baider et al questionnaire ¢ within NICU %
X study expectations and expectations and norms. regarding
of expectations, (1995). translated to arabic A 2 i
assessments of care 3) It is important to target both mothers and [communication and
sociocultural and back translated to )
measured fathers. lemotional support from
factors References hebrew for s g 5 x
1) Baider et al 2 of 4) Parents report that receiving emotional support the staff. Differences
Z v as well as information are of major importance, and were also observed
(1995) meaning. " , ¥ "
that staff's failure to provide those supports is regarding parents
harmful to them, assessments of physician,
nurse, and social worker
behaviors.
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Development
and validation
of a neonatal
3 |intensive care
parent
satisfaction
instrument

EMPATHIC-N
questionnaire: 7
point likert scale
for 67 care items. 4
control questions
for overall
satisfaction, 2
questions had a 7
point likert scale
while other 2 had a
10-point rating
scale.

References

1) Conner et al
(1999)

2) Latour et al
(2005)

3) Latour et al
(2010)

Latour
etal

2012

Netherla
nds

facility
based

psychometri

c study

Based on
previous
literature.

References
1) Conner et
al (1999)

2) Latour et
al (2005)

3) Latour et
al (2010)

Data collection assembled
from two cohort periods.
Tool creation, validation and
reliability testing. The
instrument was a mailed self

administered questionnaire.

Confirmatory factor
analysis done
including standardized
factor loadings,
Cronbachs alpha
coefficient (0.7 to
1.0), congruent
validity (spearmans
rank correlation) and
nondifferential
validity testing
(cohen's d) carried
out. Comparative fit
index, Tucker Lewis
Index, Root mean
square of
approximation were
used to test the
model fit. For two
cohorts, levene's test
for equality of
variances and t test
for equality of means.

1) This study presents a profound identification of
NICU care aspects that are translated in a validated
parent satisfaction instrument.

2) The five domains provide a conceptualization of
parent satisfaction within the NICU from a family-
centered care perspective.

3) Statements about medication administration,
pain management, and safety; parents have scored
these issues as important.

4) The reliabilities measures on the domain level
were above the recommended standard. The
validity, including the performance of the
questionnaire over time, was satisfactory.

5) Two limitations; test— retest reliability among the
same group of parents at two different time
moments was not performed and predicting how
well the questionnaire correlates to another
validated instrument was not performed.

6) Outcomes might contribute to identify
interventions to improve the quality of care
including clinical practice.

Parent The EMPATHIC-N
satisfaction |questionnaire is a valid
within NICU  |quality performance

of family- indicator to measure the
centered delivered care as

care perceived by parents.
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Parental
satisfaction
with neonatal
intensive care
4 |units: a
quantitative
cross-
sectional
study

NSS-8 - 51 item
questionnaire to
asses satisfaction
using a 5-point
likert scale. It alsoo
two overall
satisfaction
questions
developed

from literature
reviews, focus
group interviews
with health
personnel and
parents of children
in a neonatal unit.

References
1) Hagen et al
(2018)

Hagen
etal

2019

Norway

facility
based cross-
sectional
study

NSS-8 used
to collect
data.

References
1) Hagen et
al (2018)

A total of 568 parents from
six different NICUs
geographically dispersed in
Norway completed the (NSS-
8). All

responses were rated and
analysed using
nonparametric analyses and
logistic regression

Cronbach’s alpha for
the eight factors in
NSS-8 was the same
as in our previous
article as follows:
factor 1; care and
treatment 0.94, factor
2; doctors 0.91, factor
3; visits 0.91, factor 4;
information 0.81,
factor 5; facility 0.72,
factor 6; parental
anxiety 0.74, factor 7;
discharge 0.70, and
factor 8; siblings 0.72.
The item total
correlation was 0.95.

1) Most parents reported moderate to high levels of
satisfaction with NICUs (76%).

2) In this study, infants’ gestation age was
significantly and positively related to five of the
eight NSS-8 factors, indicating that the closer to
term the baby is born, the more satisfied parents.
3) Parents’ age was not significant for any of the
eight factors in our correlation matrix.

4) In this study, education level emerged as
negatively and significantly related to satisfaction
with one of the NSS-8 factors, namely doctors. The
regression analysis also revealed a negative and
significant relation to the total score of satisfaction,
indicating that those with lower education were
more satisfied with the NICU.

5) No significant relationship between perceived
stress and satisfaction.

6) The relationship between health personnel and
parents is an important area for parental
satisfaction with NICU.

7) Approximately one-fourth of parents in our study
showed moderate to low satisfaction.

To increase and sustain
parents’ satisfaction with
NICU care considerations
should be given to
separate elements of the
total provision made for
affected families. This
study suggests that
health personnel could
address the needs of all

Parent family members as these
satisfaction |evolve through phases of
within NICU [their stays in hospitals;

be more attentive to
parents with very
preterm infants and
parents with long NICU
admissions; provide
support to siblings; and
give more attention to
parents’ needs for
continuity of care, follow-|
up, and information.
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Parent
Stressor
Scale:

Neonatal
Intensive Care

Unit

PSS: NICU, altered
and adapted from

PSS:PICU to reflect

stressors. 46-item
scale, patients
were asked
whether they
experienced it or
not, and then
assessed witha 5

point likert scale. 2
metrics were used,

Stress occurence
level as metric 1,
and Overall stress
level as metric 2.

References
1) Miles et al
(1982, 1989)

Based on

stress theory

by
Magnussen
(1982)

PSS:NICU originally adapted
from the Parental Stressor
Scale: Pediatric ICU by Miles

et al (1982,1989) to measure

parental perception of
stressors arising from the
physical and psychosocial
environment of the PICUE.

Internal consistency
checked by
Cronbach's alpha
(metric 1= 0.94,
metric 2=0.89) for
each of the
conceptualized
dimensions. Interscale
correlations assessed
using pearson
correlations,
moderatly correlated
between scales (12%
to 40% variance in
common) and
strongly correlated
with the total score
on the instrument
(49% to 82% of their
variance)

This article summarizes the steps used to develop
and evaluate the Parental Stressor Scale: Neonatal
Intensive Care Unit designed to assess the impact of
selected environmental stressors in the NICU on
parents. The steps carried out : Literature reviews,
consultation with professionals experienced in the
field, and interviews with parents whose infants
were or had been in an NICU used in the
development of the tool help support the content
validity of the instrument and reliability. The high
alpha coefficient demonstrates internal consistency.
Reports from interviewers who used the instrument
suggest that it is comprehensible and easy to use,
providing further support for its potential usefulness
for research purposes. In addition, the PSS:NICU can
serve as a clinical assessment tool to evaluate the
stressors experienced by parents in a particular
NICU. These data could be used to provide
guidelines for improving nursing practive and the
development and testing of intervention protocols.

Parental
perception of
stressors
arising from |The PSS:NICU can serve
the physical |as a research or clinical
and measure to evaluate
psychosocial |stressors experienced by
environment |parents with infants in a
of the NICU.

neonatal
intensive
care unit.
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5.2.1.2 literature review Patient Satisfaction Assessment instrument for recently discharged young infant from SNCU/NICU
(pretesting/pilot conducted)

S.
No Title Instrument description | Author | Year | Context | Setting | Framework Methodology | Validity and/or reliability | Recommendations/ Strengths & weaknesses Conclusion
prospective study 1) Further studies using mixed methods would be
of a convenience useful in clarifying discrepancy due to S .
" (o Vi R paney. % Communication difficulties
Neonatal sample, bilingual communication barriers due to difference in
L X X were the most commonly
intensive care |33 item and 22 item staff members to language. :
R 2 e = . reported barriers during the
unit to home: |surveys developed for facility communicate with . 2) Further studies that include larger sample sizes L
2% g o Both english and spanish 3 i NICU stay and physicians
the transition |discharge and follow up based families in i X may be able to assess how previous experience -
7 = i i versions were piloted for s S 5 overestimated the frequency
from parent  |respectively, with a 4- Pr ti preferred B with the NICU or care of a child or a family i
1 A Enlow et al|2014 us NA validity of content and ) . that families experienced
and point likert scale. ve language. Both ¥ NG member with a chronic iliness affects perceived
s B A . . |readability. Relliability 3 challenges after discharge.
pediatrician Pediatrician survey of 54- cohort English and spanish . barriers. : .
= o i 8 analyses not mentioned 3 i . Parent input is important to
perspectives, a |item tool with a 4 point study speaking 3) It is crucial that standardized tools and R .
: G . & 2 create effective interventions
prospective likert scale participants in the tec are designed and developed to obtain :
4 < 2 < aimed at improving care and
cohort study study. piloted with parent input that can be translated into imiting disparities
bilingual parents interventions to reduce disparities and improve 8 clsp
(N=4) outcomes for NICU graduates.
Reliability testing: 47 parents
interviewed twice 1 week
, apart, intraclass correlation
Item-reduction 5
coefficient (0.71) between the
A new questionnaire e g
3 two administrations assessed. —
measure of administered = The NIPS is likely to be a
= Validity testing: 832 parents
parent facility which was used for 4 2 useful measure for
Neonatal Index of Parent 2 interviewed, seven-point g
satisfaction S stiskaction inebaiment Mitchell- based a briefer baliatina b each oirar discriminating between
2 |with medical DiCenso et|1996 Canada |cross- NA instrument 8 . g i P . 1) Explore further validation of NIPS parents who differ in terms of
developed: 27 items with & for satisfaction, seven point X i
care provided | sectional Neonatal Index of 5 their satisfaction witht the
. a seven-point likert scale global rating by medical . R
in the neonatal study Parent Satisfaction. ; medical care of their infant in
X caregiver for fathers and
intensive care 10 parents % the NICU,
3 mothers satisfaction, Pearson
unit interviewed in " .
pretestin correlation coefficient
8 calculated, t test calculated to
compare mean scores,
Multple regression analysis.
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Content validation by 8 NFU
experts using a 4 point likert

continue till six
months, whichever
occurred first.

Conceptual 2 phases to the scale, test-retest reliability
model of . i
study, convenience |assessed based on intraclass
Development parental : o=
5 8 2 A < sample of 24 correlation coefficient (0.72), 2 . 2
and Evaluation |16 item instrument satisfaction 5 2 o This new instrument provides
¥ . ¢ 5 healthcare internal consistency reliability i 3
of an developed with a 7-point with quality of 5 : 2 clinicians and policy-makers
N & X professionals who |deterrmined by conducting i
Instrument to |likert scale, composed of 2 facility |care in neonatal s _ 5 i3 with a tool to assess parental
work in NFU, statistical analysis, coefficient 5 < : . :
Measure subscales, process and based follow-up based A alpha(0.77 and 0.90 for Additional hypotheses about the expected satisfaction with the quality of
3 |Parental outcomes. Buttetal |2009 Canada  |cross- on Donabedian - ’ 3 behavior of the instrument need to be formulated|care in NFU, so areas of
% ; S sample of 281 domains 1 and 2 respectively, S 4
Satisfaction sectional [theory. and tested. dissatisfaction can be
" " parents who used |0.90 overall alpha). Construct i =
With Quality of |References study < . A identified and changes
: i services from 2 validity by correlation of score| g o
Care in 1) Donabedian (1998) References implemented to optimize
: NFU programs. ( Pearson r=.78, p <.001) of A s
Neonatal 2) Ware et al (1978) 1)Donabedian z & R R : service provision.
Pretesting carried |[new instrument with Client
Follow-Up (1998) % . ¢ ; =
out with N=8 Satisfaction Questionnaire,
2)Ware et al fi vsi
(1978) parents. Confirmatory factor analysis
assessed ()(2 =205.73, df=103,
p <.001)

The Neonatal Satisfaction
literature review, Survey seems suitable to
focus group measure parents’ satisfaction
interview, pilot with neonatal units and can be|

Development facility study and then used in full, but it can also

and validation content validit common factor analyses measure subcategories.
NSS 13 developed, 69 based E Y % y‘ 2 1) Validation of the NSS done with the same S g 2

of Neonatal i . Hagen et and statistical conducted and reliability 2 P a3 3 Parents’ satisfaction with

4 ) A items, (rating scale not 2014 Norway |cross- NA _ . _ x : population with which further studies are ¢

Satisfaction . al 5 considerations. testing using Cronbach's alphal. neonatal units can be used to
mentioned) sectional X " intended l .

Survey - NSS - s Pilot study of 100 |(varied from 0.60 to 0.89). improve the quality in such

13 Y parents or wards. We consider this study

as the first in a series to
validate the NSS-13. The full
survey with subcategories is
presented.
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self-report questionnaire

Parent stressor
scale developed

1) Information on some of the tests and
procedures routinely used could be incorporated

quantitative
crosssectional
study

References
1)Garrat et al (2007)

(2007)

105 respondents
by using the NSS-
13 (pilot study).

(KMO = 0.938, and the
Bartlett’s test of Sphericity
gave x2 = 4813.142.

With df = 1275, the significant
level of the null hypothesis
was far below 0.05 (P <
0.0001))

determining factors of parents’ satisfaction.

3. The different NICUs should compare their
structure in order to see if the NSS-8 is suitable in
their units. Due to the similarities of NICUs in
Scandinavia the generalizability is probable.

sy by Miles and g = y "
consisting of a sub-scale of| % . into an information brochure for parents written
Carter, and A prospective, pilot E z
the Parental Stressor Scale Niifss sarant: | stisdywas in a language that would enable staff to be This study revealed a low level
Neonatal Intensive Care ) 4 : consistent with how they give the information to |of perceived stress and a high
7 support tool undertaken ina Construct and content ¢ 3
Unit (PSS: NICU), a S A § al e A parents. level of support in the surgical
. S modified by NICU in a children’s|validities and reliability based g . N 2 " .
Parent's subscale of nursing staff % ? g 5 . 2) This study is consistent with earlier research NICU. It raises awareness
" z s House's hospital. Pilot on previous study of Miles e ; 5 S
perception of |behaviour and facility o . . indicating that clear and updated information about the importance of
< R conceptualizati |study described in |and her colleagues (values not ¥ " 2 2
nursing communication, and the based ) ) i remains an important area for nurses to enable |establishing rapport with
" . ons. the paper ( chinese [mentioned), the instruments &t P 3 5 :
5 |supportinthe [Nurse Parent Support Tool|Lametal |2007 Australia |[cross- R 5 [good communication with parents and avoid the |parents to alleviate their
2 ‘ version tested with |were translated and back . = & B, ol -
Neonatal (NPST); each consisted of sectional p i creation of barriers due to miscommunication. stress, and highlights the
2 3 2o References chinese families translated. X : S S
Intensive Care |a five point likert scale. study ) 3) Comforting strategies such as positioning the |critical role played by nurses
Unit (NICU) 1) Mligsietal (AurmbEr ot References infant following surgery or providing support in supporting parents in a
(1983) mentioned), Arabic|1. Miles et al 1993 ANt orowing surgery or p 8 Supp PROfANa palen>
References - 8 5 3 during painful procedures enable the parents to |NICU. The study has also
y 2) Miles et al version tested with|2. Miles et al 1999 s
1) Miles et al (1983) (1984) PR see themselves as true partners in care. If nurses |shown areas where nurse
2) Miles et al (1984) 3) Miles et al e R TGS are to provide this level of support, they need to |support can be improved.
3) Miles et al (1989) (1989) P ep be comfortable in teaching families and showing
4) Miles et al (1993) : them methods on how to comfort and care for
4 Milesetal their sick infant.
(1993)
The NSS-8 is a parent-
Data quality and i P
3 : cc survey
psychometric properties were . ) ;
; a . ? . questionnaire which explores
systematically assessed using |1. It is suggested to define dimensions of 2
3 2 N several key aspects of their
g exploratory factor analysis, |perinatal care, such as staff attitudes and : 3
Validation of s : 2 £ S = experiences with NICU. The
Instrument developed validation of the  |tests of internal consistency |behavior, information, and environment and . .
the Neonatal 2 - 9 final 51 questions give good
: 2 based on Garrat et al, 69 Neonatal and reliability assessed by make sure that satisfaction can be measured for 2
Satisfaction E : . £ ¥ o fsais . # " 8 evidence for face and content
items derived from 13 Based on Garrat|Satisfaction Survey |Cronbach’s alpha coefficient |each individual dimension. This may help refine o = >
Survey (NSS-8) 2 e o i . ) s validity and include important
_— categories or themes facility |etal'sinformal |(NSS-8) in six (above 0.7 for all items), satisfaction assessment and more accurately aspects of caré in NicU. The
: relevant to parents’ based survey. Norwegian NICUs. |construct, convergent and delineate aspects of care. P " s )
Norwegian > < 5 Hagen et i SR i : NSS-8 questionnaire is a valid
6 satisfaction with care 2018 Norway |cross- Content validity discriminant validity. 2. Nurses are probably the most important care i
neonatal e . |al " R 5 . . . |and reliable scale for
B 2 provided in NICUs. (rating sectional |References was tested on a correlations between providers in hospitals, there should be emphasis 3 s ,
intensive care # ) . 3 s measuring parent satisfaction
3 scale not mentioned). study 1) Garrat et al |small sample of questions were acceptable on nursing service quality as one of the , 2
units: a with developmental care in

NICU. The parent-satisfaction
outcomes might contribute to
identify interventions to
improve the quality of care in
NICU and can be used fully or
only through a few of the
factors.
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21-item rated developed
with a 5-point Likert scale
four dimensions

of support (1) supportive
communication and
provision of information
related to the child's
illness, treatments, care,
and related issues; (2)

use of a conceptual
framework,
generating items
from the literature,
using data

from interviews

The NPST holds promise for
use in nursing research and
quality improvement
programs in pediatric and

national survey

questionnaire
within a sample of
592 parents.

facility " . 1) Further research warranted for evaluation of |neonatal in patient settings.
parental esteem support with parents of Factor analyses, Cronbach's B : :
The Nurse N based 2 2 the psychometric properties of the instrument The NPST can be used as an
focused on respecting, " hospitalized alpha coefficient (0.94 for 5 % 5 < B
7 |Parent Support s . |Miles et al [1999 us cross- NA 2 . 2) Further research is needed to examine how the |instrument in correlational,
enhancing, and supporting . children, and pilot |mothers, 0.96 for fathers) ) B L )
Tool sectional 2 5 instrument relates to other tools measuring descriptive, and experimental
the parental role; (3) testing with assessed. o %
) study similar constructs. research studies. It also can be
lemotional support to help parents and R z
) P . used as a clinical evaluation
the parents cope with experts. Pilot using K : S
. . G instrument by incorporating it
their own emotional 27-item i , .
5 . into ongoing nursing care
responses and needs questionnaire aluation Stidies
related to the child's conducted with “
iliness; and (4) caregiving 115 parents.
support involving the
quality of care provided to
the child.
Literature review,
parent interviews,
Parental pre-testing and a
experiences of national survey of PEPC includes important
paediatric care 6144 parents of . aspects of hospital care
- Factor analysis produced five :
(PEPC) children who were J A experiences that are based on
e . . i . factors accounting for 60.9% |1) There is a need for future research to assess .
questionnaire: |Parent Experiences of : inpatients at one o i 2 the views of parents. The
s S Populati of the total variation. Factor |the nonresponse bias and different approaches to : R
reliability and |Paediatric Care (PEPC) of the 20 , : - . questionnaire has good
B e - lon-based LR loadings were acceptable surveying parents including methods for 3 S
validity Questionnaire was Garratt et paediatric ) i . 3 evidence for data quality,
8 o : 2007 Norway |cross- NA with 21 of the 28 items having|enhancing response rates. B
following a developed : 25 item al 5 departments : 7 internal and test-retest
. ) . sectional S . loadings above 0.5, the 2) The PEPC is recommended for future . -
national questionnaire, a scale of 0- within Norway in 4 2 o 2 reliability and validity. The
study remainder being above 0.3.  |applications designed to assess parent i BB s
survey: 100 2005. Tested by i " . T " questionnaire is being used in
L Cronbach's alpha coefficient |experiences of pediatric inpatient care. R
reliability and means of self- e national surveys of parent
. —r meets the criterion of 0.7. 5 2
validity administered experiences of care provided
following a postal by hospitals in Norway
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5.2.2 Identification of domains

During the preliminary steps of the instrument development a total of 10 domains were identified
for the instrument developed. They included parent characteristics, infant characteristics,
experience at admission, information, care and treatment, Parental participation, environment and

facilities, professional attitude, discharge from facility and overall satisfaction of the parent.

5.2.3 Content validity
Multiple peer discussions were carried out based on individual literature reviews and the standards

mentioned in LaQshya guidelines to ensure content validity of the instrument.

5.2.4 Scaling responses

A 4-point scale with responses “yes”,” Sometimes”, “No” and “Don’t know” were used for the
domains regarding information, care and treatment, parental participation, organization and
professional attitude. A 5-point Likert scale was used in the overall satisfaction domain to
categorize the parents of into those who are “completely satisfied”, “somewhat satisfied”, “neither

satisfied nor dissatisfied”, “somewhat dissatisfied”, “completely dissatisfied”.

5.2.5 Item selection

97-items were included in the preliminary stages of instrument development. Subsequently, after
peer discussion and further reflection on the standards mentioned in the LaQshya guidelines, the
items were sorted, merged based on the similarity and removed on the basis of relevance to the
context.
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5.2.6 Draft instrument
The initial draft instrument developed after literature review, content validity and item selection

included 96 items. Annexure 7 contains the domains and its items included in the draft instrument.

5.3 Patient Flow Analysis instrument

5.3.1 Literature review

The literature review conducted for development of Patient flow analysis showed that the terms
“Patient Flow Analysis (PFA)” and “Client Flow Analysis (CFA)” can been used interchangeably.
The outcome of most studies was waiting time which has been taken as a variable for improvement
of quality of services(7,37,38). However, some of the PFA were used to the relation between
patient characteristics and length of time spent during facility visits, and the proportion of visits
which included a particular service (39,40) . Only one study was found which conducted a pilot
test of data collection using the instrument developed(7). Annexure 8 contains the table from

literature review.
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S.
No Title Author Year Context Methodology Output/outcome Conclusion
1. Receipt of integrated HIV-RH services, defined as the
roportion of all visits in which a client receives any HIV or STl service, specifically, HIV
Integration of HIV and P p 4 v P v
g testing, counselling
reproductive health - 4 < 1 . Z .
caricas i poblls CFA- one data or treatment; or STI counselling or testing and any of the following RH services: FP Study provided detailed client-level time-series data on
. p Birdthistle et counselling or provision; PNC for mother or baby; cervical cancer screening; clients' receipt of integrated service provision as well as the
1 |sector facilities: 2018 Kenya component of the - < 25
i . al i gynaecology; or ANC. magnitude of the task that remains to sustain integrated
analysis of client flow Integra evaluation " i " ’ i 3 4 e
Rataovertinein 2. Receipt of HIV counselling, measured by the proportion of all visits in which a client |service delivery in public sector facilities
o receives HIV counselling. HIV counselling was selected because it is expected to be
v conducted regardless of women’s need for HIV testing or treatment which are not
constant.
Compared with other measures of service delivery like
quality of care/observation surveys and readiness
assessments, this approach reflects a simpler, less labour-
intensive
Postpartum family Cross-sectional client way to document individuals’ receipt of integrated care.
planning integration flow assessment based While client exit surveys could provide similar information,
with maternal, on forms filled by having the provider fill out the checklist may provide more
x 5 A 7 Z Y Proportion of visits where clients received integrated MNCH-FP services, client 8 P 4 4 v‘p B
newborn and child Mackenzie et India and providers carried by e ) K X ) accurate data by avoiding client recall or social acceptability
2 2 2018 5 4 characteristics as predictors of MNCH-FP integration and MNCH-FP integration as R = s
health services: a cross-jal Kenya the clients, semi < v 7 bias. This study offers further support for the use of a client
% : A " predictor of length of time spent at facility. 3 : 5
sectional analysis of structured interviews flow tool to assess whether integrated services are being
client flow patterns in with providers and key accessed as intended in service delivery settings. The client
India and Kenya informants flow tool may hold promise as a component of baseline and
endline assessments, studies for integration-focused
programmes or as another tool for health facility
assessments to examine consistency of service integration
and characteristics of clients receiving integrated services.
At baseline, the mean visit time for 93 anticoagulation clinic patient visits was 84
Use of patient flow . minutes (+/- 50 minutes) and the mean visit time for 25 chronic pain clinic patient visits
i p PFA conducted in two *
analysis to improve Frams Gl STt was 65 minutes (+/
patient visit efficiency P ,E ES'MPIE | 59 minutes). Based on these data, we identified specific areas of inefficiency and
A . written survey, surveys ; vy i . ; o
by decreasing wait divided patiet visit into developed Patient Flow Analysis is an effective technique to identify
time in a primary care- . B interventions to decrease the mean time of the patient visit. After interventions, follow-{inefficiencies in the patient visit and efficiently collect
3 Potisek et al |2007 us several phases: desk g & 4 2 Y
based disease Sttt huirsas Eare up data patient flow data. Once inefficiencies are identified they can
management programs assis;ant cli;mical found the mean visit time was reduced to 59 minutes (+/-25 minutes) for the be improved through brief interventions
for anticoagulation and harmac;st anticoagulation clinic, a time decrease of 25 minutes (t-test 39%; p < 0.001). Mean visit
chronic pain: a quality practitioners time for the chronic pain clinic
improvement study P was reduced to 43 minutes (+/- 14 minutes) a time decrease of 22 minutes (t-test 34 %;
p <0.001).
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Use of patient flow
analysis to improve
patient access and
clinical efficiency by
decreasing patient wait
time in a tertairy
community hospital
OB/GYN ambulatory
womens clinic: a
quality improvement
(Ql) project

Rezaiet al

2015

us

Daily Management
System for patient
flow and Visual
Management Board for
visual communication
of data or goals to the
staff

Using VMB, the staff was able to identify inefficiencies in the patient visits, suggest
areas in need of improvement, institute changes and test the effectiveness of clinic
interventions. Mean wait time in the obstetrical clinic was decreased from 34 minutes
to 33 minutes and in the gynecological clinic wait time decreased from 49 minutes to
28 minutes. At baseline, the mean visit time for OB clinic patient visits was 169 minutes
and the mean visit time for gynecological clinic patient visits was 169 minutes. After
interventions, follow-up data found the mean visit time for the obstetrical clinic was
reduced by 1 minute to 168 minutes, and the mean visit time for the gynecological
clinic was reduced by21 minutes to 148 minutes. The delay time before new obstetrical
visits could be scheduled decreased from 11 to 7 days after changes were
implemented. The time the patient spent in the clinic only decreased form 2 hours 49
minutes to 2 hours 48 minutes.

Patient flow analysis (PFA) via VMB is a simple, cost-
effective methoda assesses function of ambulatory health
care sites to measure patient flow, identify any
innefficiency in the administrative and clinical processes
and efficiently collect patient and provider flow data. After
idenfitification of inefficiencies, we were able to implement
targeted interventions that were associated improved
patient satisfaction.

Patient Flow Analysis in
Resource-limited
settings: A practical
tutorial and case study

Dixon etal

2015

Ghana

suggested steps, which
were termed the
3Ps—preparation,
piloting, and
performing—can be
used as a flexible guide
of items to consider
when performing a PFA

The mean number of patients arriving to the hospital per hour during the study was
10.5 (standard deviation [SD] =7.1). Peak arrival occurred during the morning
hours—between 7 am and 9 am (Table 1). The large majority (96%) of patients were
discharged home after completion of their hospital visit; 4% were admitted. The overall
total median visit time from arrival to disposition was 5.2 hours (interquartile range
[IQR] =4.1-6.2 hours; mean=5.1 hours, SD=1.6). This duration did not differ
significantly between admitted and discharged patients (P=.11). Additionally, median
time between arrival and first-provider contact was 4.6 hr (IQR=3.4-5.6 hours;
mean=4.4 hours, SD =1.6). Longest wait times were between arrival and registration
(median=2.3 hours, IQR =1.4-3.2 hours; mean=2.2 hours, SD=1.3) and between
history taking and first-provider contact (median=1.4 hours, IQR=0.7-2.1;

mean= 1.5 hours, SD =1.1). Increasing the study duration helps account for variation
and potential lost patients. Having a more systematic observational assessment of
hospital staffing and infrastructure can improve the strength of resource allocation
\dations. Impl ing changes based on recommendations with a follow-up
PFA s critical to determining improvement. A 1 day pilot test of data collection was
carried out.

recc

PFAis a simple, low-resource tool useful in

evaluating health delivery processes and identifying areas
for intervention. When ideally used within a larger health
care improvement initiative, in combination with
intervention implementation and follow-up evaluation, PFA
can improve quality of care in resource-limited settings

Improving patient flow
in an obstetric unit

Griffin et al

2011

us

Patient flow patterns
and patient
classification utilized
for the PFA model

Increase in patient volume leads to a proportional increase in bed utilization across all
units. At the peak, the average number waiting to enter MB increases 7-fold with an
18% increase in patient colume. The increase in the average number of patients waiting
and the percentage of time a unit is full is more drastic in MB than AP as patient
volume increases.

This simulation model can provide obstetric facilities with
the ability to measure and predict current and future
system performance under different patient volume and
mix scenarios. The model provides the opportunity to
explore alternative policy options regarding patient arrival,
departure and service conditions without detrimental
effects on system performance.
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5.3.2 Identification of domains

The patient flow charts from Maternal and Newborn Health Toolkit, Guidelines for Obstetric HDU
and ICU, and the Guidelines for Standardization of Labor rooms at delivery points were used to
create the different domains of the Patient Flow Analysis instrument. It was identified that the flow
of patients may not be conventional as given in the flow charts, therefore peer discussions were
carried out to identify other possible flow patterns and include in them in the item “Place of

transfer”.

Pregnant woman visits

The faC|I|ty
Operation theater
Examination room /
ANC clinic/
Emergency room
First stage area
Labour room Post-operative

Antenatal ward a+ |” Stage) ward

v stage area (2 hrs

after delivery) Postnatal ward

Figure 2: Patient flow within maternity wing, from the Maternal and Newborn Health Toolkit(41).
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Obstetric HDU

Obstetric ICU

Labour Room

Lot il < Postpartum Unit
Triage |

Dlscharge

Obstetric HDU

Obstetric ICU
Postpartum Unit

Dlscha rge

Figure 3: Flow of patient after triage, from Guidelines for Obstetric HDU and ICU(42).

Pregnant Women
Obstetric History and examination

Normal delivery can be done ‘J \_> Needs cesarean section
‘ Risk assesssment
No identifiable risk of Risk of complication:

complication: Nurse led Specialist led
intervention intervention

Review resources

Cesarean facility Cesarean facility
not available not available

Review resources

Specialist care .
avilable Specialist care not

avilable

Conduct normal
delivery

Refer client to Conduct cesarean
higher center section

Figure 4: Flow of patient, from the Guidelines for Standardization of Labor rooms at delivery

points(43).
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5.3.3 Draft instrument

The draft instrument comprises of 14 domains which would collect information on time of arrival,
time of contact with provider, duration on contact with provider, details of transfer and/or
discharge. Specific processes such as time of services, time of initiation of partograph, time of
augmentation of labor, time of decision for operative method, time of cord clamping, start and end
time of Active Management of Third Stage of Labor (AMTSL), recovery time, and time of
initiation of breast feeding were included to identify the relation between patient flow and the

processes that ensue after a patient reaches the facility. Annexure 9 contains the draft instrument.

Section 6 : Way forward

Due to time constraints, the development of instruments for the study has only been completed up
to the draft stage. Going forward, the following steps will be completed for the instruments that
have been developed for the research. Patient Satisfaction Instruments will continue with the stages
6.1 to 6.4 while the Patient Flow Analysis instrument will only continue with the stages 6.1 and

6.2.
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Draft instrument

l

Translation of
instruments

l

Pretesting

l

Item reduction

l

Reliability testing

}

Validity testing

l

New instrument

Dr. Ahmed Shammas Yoosuf

Figure 5: Summary of steps way forward for the development of the instruments

6.1 Translation of the instruments

The translation of the instruments will be carried out into the local languages of the districts. Once

the translation is completed the instruments will be re-translated back to English to ensure that the

meaning and interpretation of the items remain the same.

6.2 Pretesting of instrument

Once the translation of the instruments is complete, the draft instruments for Patient Satisfaction

assessment will be pretested with a small sample group which would not be included in the study.

Literature review has shown some studies have pretested using 10% of the sample size of the actual
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study(44,45). Pretesting the instrument will ensure whether the content that has been deemed valid
are written clear and that the interpretation of the items are correct. The feedback from pretesting
will specifically identify any items they feel are confusing and bound to be misinterpreted by the

study population.

6.3 Item reduction

After the completion of translation and pretesting, items that emerged from the Patient Satisfaction
assessment tools will be tested on separate group representative of the target population. The main
objective of this is to further reduce the number of items based on redundancy and congruency
with overall construct of the instrument. Items of the instrument with endorsement frequencies that
are greater than 0.8 will be eliminated(32). In this process, all the items with < 0.30 corrected item-

total correlation will be removed(32).

6.4 Reliability testing (46)

Reliability of an instrument can be defined as the reproducibility of results that a study yield. It
can be assessed by test-retest, internal consistency and inter-rater reliability. Test-retest reliability
considers the degree of consistency of responses by interviewees over time. For test-retest
reliability testing, the Patient Satisfaction Assessment instruments will be administered to a small
sample group on 2 different occasions. This will be based on the intraclass correlation coefficient
(ICC). ICC values which are < 0.5 indicates poor reliability, values between 0.5 - 0.75 indicates
moderate reliability, values between 0.75 - 0.9 indicates good reliability, and values > 0.9 are

indicative of excellent reliability. Inter-rater reliability which defined as the extent to which the
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two or more data collectors agree can also be evaluated by the intraclass correlation coefficient.
Internal consistency reliability of the instruments can be evaluated using Cronbach’s alpha
coefficient. It measures the reliability of the scales and evaluates how well various items measuring
the same concept fulfills their purpose in real. The minimal acceptable value of alpha coefficient

is>0.7.

6.5 Validity testing (46)

Validity is defined as whether the instrument measures what it was intended to measure. It can be
either content, criterion or construct validity. Content validity was carried out initially for the
Patient Satisfaction instruments during the draft development by peer discussion. However, it can
be further assessed by using inputs from the postpartum women during pretesting or by conducting
focus group discussions or by taking expert opinions. Construct Validity can be analyzed using a
statistical technique called Confirmatory Factor Analysis, which tests hypotheses about the factor
structure or multidimensional nature of the construct. This will ensure whether the item reduction
results of the Patient Satisfaction Instruments matched the conceptual model or framework that
was utilized for the development of the instruments. Absolute fit indices such as chi-squared test
for absolute fit, root mean square of approximation, and comparative fit index may be assessed to
ensure if it is a good fit of the model. Criterion validity would not be assessed for the instruments

as there were no instruments found that were validated in the Indian context.
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Section 7 : Limitations and Recommendations

The draft Patient Satisfaction Assessment instruments which have been developed are quantitative
in nature which may not be effective in understanding certain patient perspective which may not
be related to the items. Additional items which are qualitative in nature for relevant domains would
be useful for further in-depth analysis and would remove the gratitude bias which may arise as the
study is conducted within the hospital. Several limitations may further arise way forward when the
translation, pretesting, reliability and validity testing of the instruments are conducted.
Methodological studies which compares different methods on development of these instruments
are scarce. Therefore, the limitations with emerged from literature reviews should be avoided by

considering the recommendations given in different studies.

Section 8 : Conclusion

The stages of instrument development described in the section 7 needs to be continued to develop
reliable and validated instruments that would be helpful to collect uniform data the study and

identify the gaps in implementation of LaQshya guidelines in public health facilities.
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Section 9 : Practicum experience

Although the implementation research study for LaQshya program is proposed for 2 years, my
duration of practicum has been limited to preparatory activities of the formative phase of the study.
Apart from this, | was also able to participate in sessions for discussions on research ethics
conducted within the organization with speaker Dr. Abha Saxena, ex coordinator of Global Health

Ethics team (2013-2018). her sessions were insightful and a great learning experience.

This report majorly covers the instruments that | have actively worked on during my practicum
experience. | have participated in discussions and given my suggestions on the other instruments
which have been mentioned in my work plan. Due constraints of time, the development of the
instruments have not been completed. However, the learning experience from this practicum has
further increased my skills in conducting literature reviews and increased my knowledge in
maternal and child health, quality improvement in healthcare and health service delivery, and
research methodologies. It has also given me insight into how different guidelines and policies on
government led programs are translated and implemented in healthcare setting. The role of
government as a stakeholder in promotion of health and improvement of quality by creating
champions in public health facilities has been one of the key take-away messages from this

practicum experience.
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Annexures

Annexure 1 — Draft instrument for Patient Satisfaction Assessment instrument for
recently delivered women

UNIQUE ID:

'\
Quality of intrapartum and immediate postpartum care of mothers and

newborns: an implementation research to improve performance of LaQshya
program in six districts of India

e e

e
CLIENT FEEDBACK QUESTIONNAIRE FOR RECENTLY DELIVERED WOMEN

\. v
Mode of assessment: interview

A5 Age of the mother [ years
1.2 Educational status 1 llliterate
[ Primary education
1 Middle school
I High school
1 Intermediate or post high school diploma
[1 Under graduate
] post graduate
Professional

13 Marital status [ISingle
[ Married
[ separated/divorced
C 7 widow

1.4 Occupational status [ Housewife

.71 unskilled worker
) skilled worker
T farmer

] shop owner

L clerical

1 professional

15 Religion ' LT Hindu

L1 Muslim

I christian

I other

1.6 Caste [ General

[ loBc

L1 s1/s¢C

1.7 Socio-economic status 1 Upper

] upper middle
T lower middle
L1 lower
R e
2.1 Parity 1 Primi

[ multi

2.2 Gestational age at birth [ Weeks [ days
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2.3 If multi Para, were your previous child delivered in the | (] Yes
same facility? 1 No
2.4 Type of case L1 Booked
] Unbooked
2.5 Type of health facility [1PHC
[JcHC
[ SDH
[IDH
[ Medical College Hospital
2.6 How did you come to this facility [ Referral
[ 1 recommended by relatives
[ personal decision
[T other
2.7 Length or duration of hospital stay [ 1In days
2.8 How long it took you to reach hospital from home or [ Less than 1 hour
another facility? 1 More than 1 hour
29 Mode of transportation [ Pvt. Vehicle
[ public
[Jtransport
- ambulance
[ other
31 How did you get admitted in this facility? 1 opD
L] Emergency
3.2 Were you treated with respect and dignity during L_Jves
admission process? CINo
33 Was the staff at registration/emergency helpful to C IYes
you? CE'No
34 Was the wheel chair/stretcher available for you? L IYes
1 No
3.5 How prompt was the registration process? 1 Prompt
] Average
1 Delayed
3.6 The duration of your wait-time for a doctor after [1<30 minutes
admission [1>30 minutes
ol \NNX
4.1 Were you admitted to the maternity ward or LDR? []VYes
[ 1No
4.2 Did you get a separate labor room or private cubicle [1VYes
for delivery? [ INo
4.3 Did youhave to share your bed with another patient? | [] Yes
C_INo
4.4 Were you informed about plan of delivery, upcoming | [ Yes
procedures and interventions? C_INo
4.5 Did the health providers give you all the information [Yes
you needed about the care and condition? L INo
4.6 If yes, did the care provider explained to you in a [ Always
language and at a language level that you can ] Sometimes
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4.23 If yes, did the health providers help you to try and [Yes
find a comfortable position for birth? CINo
4.24 Were you left unattended during care in the labour [ Most of the time
room? 1 Sometime
L Not at all
4.25 Did you feel that the staff dismissed the things you 1 Always
requested from them? L] Ssometimes
L] Never
4.26 Did you feel that you were denied care or treatment [ IvYes
at any point during labor? CINo
4.27 Were you treated in a way that made you feel L1 Always
humiliated or disrespected? [ sometimes
[ Never
4.28 Did you feel you were discriminated based on your I VYes
appearance, caste, religion, age, status of HIV/AIDS, CINo
economic status or education?
4.29 Were you subjected to any intentional humiliation, [ JYes
blaming, scolding, shouting during labor? LI No
4.30 | Were you threatened with any medical procedure at [ JYes
any point during labor? C_INo
431 At any point during your delivery, were you subjected | (] Yes
to any physical abuse by any health care providers? LI No
4.32 If yes what kind of physical abuse was it? [ Pinching
[ Slapping
[ Beating
[ Held down/tied down
4.33 Do you feel that rough behavior from the provider [1Ves
encouraged you to continue after giving up during the | C-/'Somewhat
process of labor? ot at all
4.34 Did the health care provider encouraged and [ IYes
supported you during labour? 1 somewhat
I Not at all
4.35 Did you have confidence in the health providers’ [ JYes
professional competence? CINo
1 pon’t know
4.36 Were you or your companion asked to clean up blood, | (] Yes
urine, feces or amniotic fluid during delivery? CINo
5.1 Were you immediately informed about the baby’s [1Yes
condition and sex after delivery? [ 1No
5.2 Was the baby placed on your abdomen / chest soon [ Yes
after the delivery of the baby? C I No
5.3 Did the Nurses take care of your pain and comfort [ Yes, immediately
after delivery? 1 After sometime
CINo
5.4 What was the mode of delivery? [ Normal
[ Assisted
1 C-section
If C-section skip to Q no. 5.10
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bills or for not returning any medications used during
labor?

6.5 Did you find the toilet well maintained and clean? [1Very clean
What response to include for maintenance I Not so clean
Very poor
6.6 Is running water and hand washing facilities available |[_]Yes
in the toilets? C_JNo
6.7 Is 24 hours safe drinking water available in the facility? | [_]Yes
[ INo
6.8 Is 24 hours electricity supply available in the facility? [Yes
[ INo
6.9 Was adequate space in a bed available for you and [Yes
baby? [ INo
7. Out of pocket expenditure Response
7.1 Did you have to pay for any services sought in the [JYes
health facility? [ INo
7.2 If yes what did you pay for? LI Medicines
[ ] Diagnostic services
L] Other fees SPecify...............
7.3 Were you detained in the facility for not paying any

8.1 Were you advised about postnatal care [Yes
CINo
8.2 Were you advised about newborn care [IYes
CINo
8.3 Were you advised about post natal follow-up [Yes
L_INo
8.4 Were you advised about diet and medications [ Yes
L INo
8.5 How would you describe your health at the time of [ Good
discharge? I Not good
CJDpon’t know
9. Overall satisfaction 4 ] Response
91 How satisfied are you with the cleanfiness of the [ Completely satisfied
rooms of the health facility including toilet? [ 1 Somewhat satisfied
Neither satisfied nor dissatisfied
I somewhat dissatisfied
1 Completely dissatisfied
9.2 How satisfied are you with the attitude and behavior
of the staff?
9.3 Information about plan of delivery, upcoming [ Completely satisfied
proceduresand interventions ] Somewhat satisfied
[ Neither satisfied nor dissatisfied
[_1Somewhat dissatisfied
[ Completely dissatisfied
9.4 Your experience of how clearly things were explained |[_] Completely satisfied
to you by health care providers ] Somewhat satisfied
1 Neither satisfied nor dissatisfied
[ Somewhat dissatisfied
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Annexure 2 — Draft instrument for Patient Satisfaction Assessment instrument for
recently discharged young infant from SNCU/NICU

| UNIQUE ID:

—
Quality of intrapartum and immediate postpartum care of mothers and

newborns: an implementation research to improve performance of LaQshya
\_Program in six districts of India

/

( D
CLIENT FEEDBACK QUESTIONNAIRE FOR RECENTLY DISCHARGED YOUNG

L INFANT FROM SNCU/NICU )

Mode of assessment: interview

11 Who is the Respondent? [ Father
1 Mother

1.2 Age of respondent [ lyears

13 Educational status of father [ lliterate

[ Primary education

1 Middle school

[ High school

[ Intermediate or post high school diploma

[ Undergraduate

C Post graduate
Professional

1.4 Educational status of mother ] llliterate

[ Primary education

[ ] Middle school

[ "1 High'school

[ intermediate or post high school diploma

[1 Undergraduate

C post graduate
Professional

1.5 Occupation status of father [ 1 Unemployed

[ Unskilled worker

[ Skilled worker

1 Farmer

[_1 Shop owner

[ Clerical

1 Professional

1.6 Occupation status of mother [ Housewife

1 Unskilled worker

[ Skilled worker

1 Farmer

[ Shop owner

[ Clerical

[ Professional

1.7 Religion L Hindu

L Muslim

I christian

[ other
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1.8 Caste [ General
[ 10BC
[Isc/sT
1.9 Socioeconomic status 1 Upper
1 Upper middle
I Lower middle
L ILower
1.10 | Travel time to hospital [ ILess than 1 hour
C_IMore than 1 hour
2:1 Birth weight [_IGrams
2.2 Gestational age at birth [_]Weeks
2.3 Age of the baby on admission L_IDpays
2.4 Sex of the baby [ IMale
[ Female
2.5 Was your child born in the same hospital? [ IYes
C_INo
2.6 What was the mode of delivery [_INormal
[_IForceps/Vacuum
[ Caesarean
2.7 Have the child been referred to this facility? [IYes — other facility/ home birth
[_INo
2.8 Did the ANM/ASHA arrange the ambulance/ Yes
transport for you? CJwe didn’t inform them
[_1No
2.9 Date of Admission L 1L 11 pd/mm/yy
2.10 Length of stay in SNCU/NICU [ I days
2.11 | No. of Ventilation days Hours/days
) \ -
3.1 Did your child get admitted through OPD? [T Yes
L"J No
3.2 If yes, was the person at registration helpful? [_| Yes- was helpful
1 was fine- didn’t notice
1 No- not very helpful
33 Did your child get admitted through 1 Yes
emergency/directly to SNCU/NICU? I No
3.4 If yes, was the person at emergency helpful to [ (] Yes- was helpful
you? [ was fine- didn’t notice
1 No- not very helpful
3.5 How prompt was the registration process? 1 It was quick
[ Took some time
[ Took a long time
3.6 Did the ward attendant/support staff assist T Yes
you for reaching to ward/ SNCU/ NICU LI No
3.7 Were you able to locate the ward/ SNCU/ L1 Yes, we reached without any trouble
NICU easily (location and sign boards)? [ Had little difficulty in reaching but it was fine
1 No
B nmation, L e |
4.1 Did you feel that the healthcare providers [ Yes
gave honest and accurate information? 1 Sometimes
L No
1 Don’t know
4.2 Were you informed right away when the [ Yes
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LI Don’t know
4.16 Were any contradictory information provided | [ Yes
by the health providers? 1 Sometimes
LI No
L Don’t know
4.17 Did the nurse give you guidance on support for | [ Yes
child care (Breast feeding, KMC)? I Sometimes
C I No
1 pon’t know
B | Feare e D
5.1 Was the doctor’s availability during the day [ Yes, always available
time adequate? I sometimes available
T Never
5.2 Was the availability of nurses adequate inthe | [ Yes, always available
care of your child? [ sometimes available
L1 Never
5.3 How frequently did doctor visit for checkup? [1 More than 2 times daily
[ Once daily
[1 Not sure when they visited
5.4 How much time did the doctor spend on your | [__] More than 10 minutes
baby? [ 5-10 minutes
[ Less than 5 minutes
5.5 Do you think your baby received satisfactory 1 Yes
treatment? L1 Sometimes
No
1 pon’t know
5.6 Was immediate action taken by health care 1 Yes
providers when the condition of the baby 1 Sometimes
worsened? C I No
Ll Don't know
5.7 Were the healthcare providers professionalat | [ Yes
the tasks they performed? [T Sometimes
No
[ Don’t know
5.8 Was the child always well taken care of by the | L] Yes
nurses while in the incubator/bed? 1 Sometimes
LI No
1 pon’t know
5.9 Do you think that you received adequate [ VYes
assistance with your baby during night? [ 1 Sometimes
No
[ Don’t know
5.10 | Wereall the medicines prescribed by the L_IVYes
health care provider available in the facility? 1 Sometimes
CINo
1 pon’t know
5.11 Did the health providers respond well to your [ L1 Yes
own needs and support you emotionally? [ 1 Sometimes
L1 No
[ pon’t know
] e ey e
6.1 Were you confident in the team that provided | [ Yes
care to your baby? [ 1 Sometimes

78




Master of Public Health

Dr. Ahmed Shammas Yoosuf

9.1 Did you feel that the condition of the baby was | ] Yes
good at the time of discharge? 1 Don’t know but we want to go home
] No, still not well
9.2 Did you receive a discharge sheet explaining [Yes
the events and problem and follow-up? [ Yes, we got something, but nothing is written
L Yes we got something but don’t understand
what is written
[ No
9.3 Have you been explained about the care at 1 Yes
home? [ 1No
9.4 Do you know about the danger signs of the [ Yes | know
child? [ I know little bit
1 No, I don’t know
9.5 Was the child discharged with medications? 1 Yes
(1 Yes, But | will buy it from outside
CINo
9.6 Were you explained by the healthcare L1 Yes
providers on where to go for follow-up visit? [ They told us, but | don’t remember
1 No
9.7 Did you have to make any unofficial/ informal | L] No
payments? —] They asked but we denied
T Yes
9.8 If yes what did you pay for? LI Medications

Diagnostic tests
[ Other fees, SPetify ..

kind of care or treatment?

10.1 How would you rate how clearly things were [ ] Completely satisfied
explained to you by health care providers? ] Ssomewhat satisfied
L T'Neither satisfied nor dissatisfied
[ I somewhat dissatisfied
C I completely dissatisfied
10.2 How would you rate the knowledge and [ 1 Completely satisfied
competence of health worker at this facility? [ Somewhat satisfied
Neither satisfied nor dissatisfied
L1 somewhat dissatisfied
CJ Completely dissatisfied
10.3 How satisfied are you with the services ] Completely satisfied
provided to you? [ Somewhat satisfied
L] Neither satisfied nor dissatisfied
1 somewhat dissatisfied
I Completely dissatisfied
10.4 | Would youlike to return to this health facility |[_Yes
for your subsequent child’s health needs? CINot sure
L INo
10.5 Based on the quality of care you received L_JYes I will
here, would you recommend this facility to L Yes, but only if someone ask for
anyone you know if their baby needs similar [ INot at all
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Annexure 3 — Draft instrument for patient flow analysis

UNIQUE ID:

~\
Quality of intrapartum and immediate postpartum care of mothers and
newborns: an implementation research to improve performance of LaQshya
program in six districts of India

\. /

4 N\

Patient Flow Analysis
(Based on Maternal and Newborn Health Tool Kit)

Patient Flow Analysis

Patient Flow Analysis in a hospital setting outlines the process of care, and measures time spent in each
phase of the visit, a potentially effective and efficient technique to collect data and evaluate the effect
of interventions to improve patient visit efficiency by decreasing waiting time. Once the analysis is
performed, potential targets for improvement can be identified to reduce bottleneck effects in the
patient visit, and provide objective data to improve utilization of existing resources

Method of assessment References
a. Observation a. Maternal and Newborn Health Toolkit
b. Patientinterview b. Guidelines for Obstetric HDU and ICU
c. Staff interview ¢. Birdthistie et al (2018)

Facility Information

S.No. | Question Response
A Name

B Type

C Date of assessment

D Time of observation

E Name of the observer

Entrance to facility

S. No. | Question Response

1.1 Client Name

1.2 Age

1.3 Name of the husband

1.4 Client arrival date

1.5 Client arrival time

1.6 Client type Booked/ Unbooked/ Referred
1.7 Type of visit Regular/Emergency
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6.10 Provider interaction 1- Doctor
*Fill the following rows based on the interaction 2- Nurse
with particular providers listed. 3- Supporting staff
4- Others (Mention type of staff)
S. No | Service provider Date Start time End time
1
2
3
4
5
6
7
8
9
10
11
12
Labor room
S. No. | Question Response
7.1 Check in date
7.2 Checkin time
7.3 Time when patient shifted to labor bed
7,4 Time of first contact with a doctor
7.5 Time of first contact with a nurse
7.6 Time at which augmentation of labor was
decided
7.7 Time at which augmentation of labor was done
7.8 Time at which decision for operative method
decided
7.9 Date and time of Delivery Date: Time:
7.10 Time of cord clamping Time
7.11 AMTSL Start: End:
7.12 Recovery time: Start: End:
7.13 Time of initiation of breast feading
7.14 Time when patient'is transferred
7.15 Place of Transfer Operation theater/ Post-delivery
observation room/ Postnatal ward/
Obstetric HDU/ Obstetric ICU/ Referred
to higher facility/ Referred to other
facility
7.16 Check out date and time Date: Time:
7.17 Provider interaction 1- Doctor
*Fill the following rows based on the interaction 2- Nurse
with particular providers listed. 3- Supporting staff
4- Others (Mention name)
S. No | Service provider I Date Start time | End time
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1
2
3
3
4
5
6
7
8
9
10
11
12
Operation theater
S. No. | Question Response
8.1 Check in date
8.2 Checkin time
8.3 Time when patient shifted to OT bed
8.4 Time of first contact with Surgeon
8.5 Time of first contact with Anesthetist
8.6 Time of first contact with a nurse
8.7 Time when anesthesia was given
8.8 Date of surgery
8.9 Time of surgery Start: End:
8.10 Time of transfer
8.11 Place of Transfer Post-operative ward/ Postnatal ward/
Obstetric HDU/ Obstetric ICU
8.12 Check out date and time Date: Time:
8.13 Provider interaction 1- Surgeon
*Fill the following rows based on the interaction 2- Anesthetist
with particular providers listed. 3- Nurse
4- Supporting staff
5- Others (Mention name)
S. No | Service provider Date Start time End time
1
2
3
3
4
5
6
7
8
9
10
11
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9
10
11
12
Obstetric HDU
S.No. | Question Response
9.1 Check in date
9.2 Check in time
9.3 Time when patient shifted to bed
9.4 Time of first contact with a doctor
9.5 Time of first contact with a nurse
9.6 Time when patient is transferred
9.7 Place of Transfer Labor room/ Operation theater/
Postnatal ward/ Obstetric ICU/ Referred
to another facility
9.8 Date and time of discharge Date: Time:
9.9 Check out date and time Date: Time:
9.10 Provider interaction 1- Doctor
*Fill the following rows based on the interaction 2- Nurse
with particular providers listed. 3- Supporting staff
4- Others(Mention name)
S. No | Service provider Date Start time End time
1
2
3
3
4
5
6
7
8
9
10
11
12
Obstetric ICU
S.No. | Question Response
9.1 Check in date
9.2 Check in time
9.3 Time when patient shifted to bed
9.4 Time of first contact with a doctor
9.5 Time of first contact with a nurse
9.6 Time when patient is transferred
Place of Transfer Postnatal ward/ Obstetric HDU/ Referred
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