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Background: In contrast to the industrialised world, there has been no published quantitative birth satisfaction
questionnaire in the developing countries. Such a questionnaire would prove extremely useful for routine monitoring of
the quality of maternity services. Aim: to developing and testing a quantitative questionnaire which measures women'’s
level of satisfaction with birth care in a developing country setting. Methods: A 25-item questionnaire was developed to
assess women’s satisfaction with birth care in the hospitals in Sana’a city, Yemen. It covers personal characteristics of
women, previous reproductive history and level of satisfaction. The topics were based on both a literature review and
feedback from eight FGDs with 47 mothers in the community. Principal component factor analysis with varimax
rotation was used to group the satisfaction questions into dimensions. Internal reliability (internal consistency) and
validity (content, criterion and construct) were assessed. Data are based on exit interviews with 326 women who had
given birth in four public and eight private hospitals in Sana’a city. Results: Factor analysis produced the following
dimensions (reliability Cronbach’s alpha): hospital environment (0.81), privacy (0.50), information during labour
(0.61), information on discharge about the possible maternal and neonatal complications (0.71), staff attitude (0.57),
pain control (0.43) and the care in general (0.76). The following aspects were addressed by a single question only
“care of the baby”, “waiting time” and “cost of the care”. The overall satisfaction score was calculated as the average
of the items (0.71). FGD ensured the relevance of the questions to women’s need. The correlation among the
dimensions was moderate (range 0.031- 0.727). Conclusion: Overall, the questionnaire has acceptable levels of validity
and reliability and is sufficiently robust to assess women’s satisfaction with the quality of birth care services provided
in hospitals. Adding questions will improve the reliability of the privacy and pain control dimensions.

2 Liverpool School of Tropical Medicine

Introduction: obstetrician-led maternity units ) or interventionsll.

Women-centred and women-friendly approaches have  Several of these surveys applied multidimensional

been emphasised in health carel,2. Although issues have  questionnaires which assess satisfaction with several

been long raised about the concept, measurement and
explanation of satisfaction3,4,5,satisfaction has become
important in assessing women’s perspectives on the
quality of the care6,7. A number of instruments have been
developed and used in maternal satisfaction surveys in the
industrialised countries where quantitative data have been
used to assess the different aspects of care 8,9 (e.g.
privacy , labour environment , place of birth), to compare

different models of care9,10 (e.g. midwives’ and

aspects of care. However, few studies reported the validity
and reliability of the results 12-16 (table 1). Few studies
were published from developing countries 17, 18.
However, there was no information published from
developing countries 17, 18. However, there was no
information about the reliability or validity of the data
collection tool applied.

Other questionnaires address specific aspects of care. Soet

et al 13 measured women’s satisfaction with their
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interaction with medical personnel using a 9- item scale.
The scale demonstrated acceptable internal reliability with
an o coefficient of 0.87. The authors used another
questionnaire to assess women’s satisfaction with medical
interventions and obstetrical procedures. Smith described
a series of questionnaires assessing, respectively women
satisfaction with, labourl5 and postnatal carel2 with
acceptable validity and reliability.

It is important for the developing countries to determine
users’ satisfaction and its determinant factors within their
context. There has been no published questionnaire to
assess women’s satisfaction with care in such settings.
Such quantitative instruments allow exploration of the
views of a larger number of women and are easier to apply
and analyse for monitoring purposes 19,20.

Aim of the study: This study was conducted with the aim
of developing and testing a quantitative questionnaire
which measures women’s level of satisfaction with birth
care in a developing country setting.

Subjects and Methods

A questionnaire was developed for use with women using
maternity services in Yemen hospitals. This was done by
conducting 8 FGDs (focus) group discussions with 47
women who had a wide range of social characteristics and
childbirth experiences. Whilst the topics for discussion
were identified from a review of the relevant literature on
users’ satisfaction in childbirth and health care services in
general, considerable freedom was given within the FGDs
so that the resulting issue for inclusion in the questionnaire
were not prescribed by the literature review nor by the
investigator’s views on what is important in maternity
services.

Focus Group Discussions

Eight FGD were conducted in Sana’a city over 5 weeks
each including 5-7 women (total N= 47). Participants were
19-55 years old, had different levels of education, had
childbirth experience and had given birth at a health
facility (users of birth care services) or “at home” (non-

users). Husbands were not included since women are best

able to provide the information sought i.e. aspects of birth
care they value. Discussions were held in Arabic and
conducted by two trained researchers aided by a topic
guide. Data were manually analysed. Key exchanges in the
discussion implicitly or explicitly referring to the health
service in the discussion were extracted and grouped into
the related themes about childbirth services. The items
within each theme indicated the things that women valued
and expected in the care. Three examples of the kinds of
issues that women commented on are illustrated below.
One woman commented:

The nurses/ doctors come during labour, check on you,
examine you, but never tell you anything.

Another woman spoke about her experience losing her
baby, showing that she did not receive any explanation
about the baby’s condition:

I went to the hospital for delivery, the baby was moving.
But after delivery, | did not hear him cry. The nurse told
me he was dead, but did not explain any further.

Indeed the majority of the women mentioned that the
information provided during birth is very limited and in
some instances, the information exchange was described
as nil.

“Nobody explains anything to women”.

Development of the questionnaire

The questionnaire was first drafted in English as a set of
34 Likert response items covering satisfaction with the
following aspects of care: hospital environment, privacy,
information given during labour, information at discharge,
staff attitude, pain control, care of the baby, waiting time,
cost of the care, continuity of the carer, women’s sense of
control, presence of a companion, staff assistance and the
care in general. Respondents were asked to indicate their
agreement with one of five response categories as a 5-
point scale. Open-ended questions were included to allow
respondents to mention important areas not already
covered in the fixed response items. The questionnaire
was translated into Arabic and back to English using the

back-translation technique to ensure that the Arabic
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version really did capture the meaning of the English
original. A pilot study of 40 exit interviews with women
who gave birth in two hospitals in Sana’a city was
undertaken to evaluate the questionnaire. It was clear from
this pilot that a number of revisions were needed. The
major change was due to the low level of literacy; it was
clear from the pilot that it would be impractical to use the
5-point response scales. Instead of these Likert statements
of agreement, women were asked directly about their
opinion of the specific aspects of the care. For example the
item “ I feel that the baby was well handled”, was
replaced with “how was the baby handled?” (with
response categories of well, fairly well, poorly). Other
questions that produced severely skewed answers (e.g.
whether the woman felt that a companion should be
present during labour) or questions associated with low
response rate (e.g. whether a woman felt in control during
birth) were removed. A question on the “source of
payment for the care” was used as an indicator of
affordability of the services instead of the using ratio of
the service costs to the household income. The income
was irregular in time and amount in a number of cases and
monthly income was not reliably given during interviews.
This accords with findings from other studies which found
that determination of socioeconomic status and household
income are often unreliable in the Arab21 and other
developing countries 19.

The second version of the questionnaire (annex 1) retained
25 questions addressing women’s satisfaction with
hospital environment (three questions), privacy (two),
information given during labour (four), information at
discharge (five), staff attitude (three), pain control (two),
care of the baby (one), waiting time (one), cost of the care
(one) and the care in general (three). Answers were coded
1 (satisfied/ information was given), 0.5 (fairly satisfied)
and 0 (not satisfied/ no information given). Sections on
demographic characteristics and previous reproductive
health history and use of reproductive health services were
added.

The questionnaire was used to assess and compare the
level of satisfaction of 326 women who gave birth in the
public (N= 180) and private hospitals (N= 146) in the city
of Sana’a, Yemen between October 2001 and June 2002.
Measurement scales

Measurement scales allow assessment of the satisfaction
with the specific aspects of care e.g. privacy, and assist
comparison of satisfaction between groups (public and
private users of the care). Scales were generated using
factor analysis: repeated stepwise principal component
technique (PCA) with varimax rotation using the SPSS
program 22.

Measurement characteristics of the questionnaire

The questionnaire was tested in terms of reliability and
validity. Reliability was measured using Cronbach’s alpha
(o) as a measure of internal consistency 23. The reliability
of a scale was considered to be satisfactory if Cronbach’s
alpha (o) coefficient is 0.6 or higher 24.
Validity was assessed using content, construct and
criterion validity. Content validity is based on agreement
among professionals about whether the important
components are included in the scales 23-25. Construct
validity is demonstrated from the correlation between the
scales. Acceptable construct validity is achieved when
there is moderate correlation between scales, i.e. overall
satisfaction scale is related but remains distinct from the
scales referring to the dimensions of the care. Criterion
validity refers to how well the questionnaire measures
what it is supposed to measure and can be assessed by
comparing scores between groups known to have different
levels of the concept under investigation 26, 27. In this
case, private hospitals are perceived to give better care
than public so the criterion validity can be studied by
comparing scores between public and private hospitals28.
The study was approved by the ethical committee in the
School

Department of Reproductive Health and Family Planning

Liverpool of Tropical Medicine and the

in the Ministry of Public Health and Population in Yemen.

SUJMS - 2016| Jan-Dec | Vol 10 | Issue (1+2)

Sana'a University Journal of Medical Science| 3



Development and application of a maternity satisfaction questionnaire

Bothaina Attal et al

Results
The questionnaire was tested in a survey that included 328
mothers who gave birth in 4 public (N=180) and 8 private
hospitals (N=148).

interviewed using the questionnaire when she was ready to

If the woman agreed, she was

be discharged from the hospital. This was usually 2 hours

after a normal vaginal delivery, 6 hours after a
complicated vaginal delivery and 3-7 days after a
caesarean section. All interviews were conducted by 12
specially trained student nurses. There was little difference
in the demographic characteristics between the two
groups. Women were on average (+ SD) 25.5+ 6.3 years
old, had 5.5+ 5.3 years education and 92% of them were
housewives. Spouses had mean education (£ SD) of 9.9+
5.9 years in the public group and 11.7+ 8.9 in the private;
p= .030, and 5% of the spouses were unemployed in the
public group compared to 2% in the private. At median
point, women had no abortions, gave birth 3 times and had
2 live children.

PCA produced eight scales corresponding to different
dimensions of care; together these account for 64.7% of
the variance. The dimension of “staff assistance” was
dropped due to its low reliability score (alpha = 0.43). For
the other scales a simple scoring system was used (table
2). As mentioned, responses were scored as 1= satisfied,
0.5= fairly satisfied and 0= not satisfied and a
respondent’s average score was calculated for each
satisfaction scale, with equal weight attached to each
question in the scale. The respondent’s overall satisfaction

score was calculated as the average of the 25 questions.

The scores were standardised to a possible range of 0 and
100 (lowest- highest level of satisfaction).

Internal reliability

With Chronbach’s a > 0.6, reliability achieved acceptable
levels for the majority of scales developed, including that
for overall satisfaction (table 2). However, three scales
hadan a coefficient <0.6 namely “staff

attitude”, “privacy” and “pain control during birth”. This
indicates the need to add further items. Two items -
“satisfaction with waiting time” and “satisfaction with
care of the baby”- did not cluster and were left as
individual items.

Validity

Construct validity was measured by the correlation
between the overall satisfaction scale and the subscales
24,25. The inter-correlations among scales are moderate in
size indicating acceptable construct validity (table 3).
Levels of satisfaction

Women’s levels of satisfaction were highest for neonatal
care and lowest for information given. The private
hospitals had higher levels of satisfaction than the public
hospitals except for satisfaction with the cost of care.

Table 4 presents the main findings.
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Tablel:Birth satisfaction questionnaires,components and measurement characteristics.

Study instrument |

Characteristics: validity/ reliability

Remarks

The WOMBPNSQ i, A psychometric multidimensional satisfaction questionnaire, The UK
Based on interviews and fieldwork, and related published instruments

Smith (2011) 22

36 questions, 7-point likert scale covering 13 scales including
Internal reliability a: General satisfaction scale (0.848), Inpatient
stay ( 0.861), Maternal health ( 0.825), Contraceptive advice
(0.855), Feeding baby (0.778), Partner support (0.839), Postnatal
visiting (0.756), Social support ( 0.744), Professional support
(0.758), Pain after birth (0.779), Health visitor care (0.675),
Continuity (0.735), GP care (0.624).

Used to assess postnatal care among 300 women
of different socio

Wijma Delivery Experience Questionnaire (W- DEQ version A & B) USA

Soet et al, 200313

Version A (fears and expectations about birth). Version B (the
actual experience) mirrors version A. Scales in both versions are
computed in exactly the same way.

Internal reliability a, all items (29): version A: 0.86, version B:
0.89.

No information about validity.

Results are presented as a difference score
between a woman’s expectations and her
actual experience. A positive score indicates
that a woman’s expectations were exceeded by
a more positive birth experience (N= 103).

Simple Six Questions (SSQ), Canada

Harvey et al, 2002 14

a: All items (6) 0.86.
Validity: SSQ results compared to LADSI, Pearson correlation
coefficient r2: 0.506.

Questions covered control; staff attitude,
competence, consideration of women’s needs;
organisation of care and a question about
whether the women would choose the same
care in the future.

The tool is still under development (N= 345).

Women'’s Views of Birth Labour Satisfaction Questionnaire (WOMBLSQ4), UK

Smith, 2001 1>

a: All items (32): 0.75, professional support during labour: 0.91,
expectations of labour: 0.90, home assessment in early labour:
0.90, holding the baby: 0.87, support from husband/partner:
0.83, pain relief in labour: 0.83, pain relief immediately after
labour: 0.65, knowing labour carer: 0.82, and control during
labour: 0.62.

The instrument was tested and modified yearly
from 1995-1999. FA was used (N= 1683).

Perception Of Birth Scale (POBS) , USA

Fawcett and Knauth,
1996 16

a: All items (25) 0.85; Labour experience: 0.79, Delivery
experience: 0.87, Delivery outcome: 0.68, Partner participation:
0.62, Awareness: 0.59.

Factor analysis (FA) was used, 4 questions were
dropped. Factors explain 54% of the variation in
results.

(N= 325 vaginal delivery, N= 100 C-section)

a: Cronbach’s alpha coefficient
All are designed in statements of agreement using 5,6, or 7 point scales
All based on literature review unless stated otherwise.

Table 2 Reliability of satisfaction scales.

Scale Items Cronbach’s Means scale score Starjdz_ﬂrd Variance
Alpha deviation

Overall satisfaction 25 0.70 13.94 3.08 9.5
Environment 3 0.81 2.23 0.78 0.61
Privacy 2 0.50 1.06 0.57 0.43
Information during labour 4 0.61 1.79 1.02 1.04
Information at discharge 5 0.71 A7 0.93 0.87
Staff attitude 3 0.57 2.44 0.80 0.62
Pain control 2 0.43 0.34 0.56 0.32
General care 3 0.76 2.21 0.94 0.88
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Table 3 Matrix of correlation between the satisfaction scales.

Overall |[Environment/information| Attitude Pain  |Privacy General
score control satisfaction
Overall score - A453** 558** 543** 345%* | 442** A27*%*
Environnent - .037 .185** .084 .358** 251**
Information - A169** | 175%* | |124* .313**
Attitude - 031 267** A53**
Pain control - .142* 159**
Privacy — A4T**
General satisfaction -
** p value< 0.01, * p value< 0.05 .
Table 4: Satisfaction scores (mean = 95% C.Is, 0-100) by hospital group
Public Private
Scale Total (N= 326) (N= 180) (N= 146) p value
Overall score | 53.2 (51.8- 54.6) 495 (47.3- 51.3) 57.8 (55.9-59.7) | <0.001
Labour environment | 74.4 (71.6- 77.2) 69.2 (65- 73.4) 80.7 (77.3- 84.1) <0.001
Information f:g;? 45.1(42.3-47.9) | 42(384-456) | 48.8(44.6-53) | 0.015
Informationat | g 5 7 5 4, ) 5.8 (3.6- 8) 13.9 (10.4- 17.4) | <0.001
discharge
Staff attitude 80.8 (77.6- 84) 74.8 (70.6- 79) 88 (84.4- 91.6) <0.001
Pain control | 17.7 (14.5- 20.9) 12.1 (8.4- 15.8) 24.5(19.3-29.7) | <0.001
Privacy 53 (49.4- 56.6) 44.6 (39.8- 49.4) 63.3 (58.3- 68.3) <0.001
Waiting time 85.2 (81.4- 89) 83.8 (78.5- 89.1) 87 (81.6- 92.4) 0.858
Neonatal care | 91.3 (85.7- 96.9) 84.6 (76- 93.2) 99.3 (92.9- 105.7) | <0.001
Costs | 71.7 (67.1- 76.3) 91.7 (88.3- 88.3) 46.2 (40.3-52.1) | <0.001

Discussion

Access to services has been addressed in several studies
across the developing world and attention is increasingly
given to monitoring and improving quality of maternal
services 1,2. This issue has been complicated by the
debate about whether qualitative or quantitative measures
of these aspects are more useful. Quantitative measures
have been criticised for a lack of meaning and sensitivity

to clients’ real views on how well the services are

provided 19. However, using the FGD data helped
determine women's priorities in birth care and informed
development of the quantitative tool. The advantage of
this tool is that it can be part of rapid assessments or
evaluation of any intervention in maternal health care 20.

The application of the existing questionnaires in the
developing countries is limited by a number of factors
relating to the way in which health services are organised

and women’s needs. One example is the continuity of the
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care giver in satisfaction surveys29. Continuity of the care
is difficult to achieve especially in the absence of a
functioning booking system, a common situation in
developing countries. On the other hand, there is a
discrepancy in the literature between the developing and
industrialised countries concerning the criteria of
satisfaction with birth care. In industrialised countries two
common themes are “achieving a sense of control during
birth” and “greater involvement of women in clinical
decision” 29-31. In contrast “humanness of the treatment”
32 and “social support”33 are old and major issues raised
in the developing countries studies.

This study is an attempt to overcome this criticism by
basing the development of a quantitative tool on a
qualitative approach that allows clients of maternity
services to meaningfully influence the issues that are
monitored by a quantitative tool. The tool has 25 items
used to assess women’s satisfaction with hospital birth
care in Sana’a city in Yemen. The development was based
on literature review and adapted to the local context using
qualitative FGD data in which a wide range of clients were
given the opportunity to influence the issues and priorities
covered by the questionnaire. A scoring system was
developed where a score represent the women’s level of
satisfaction scale of 0-100 pertaining to the aspects of care
such as privacy and personal communication. Using
quantitative scales helps identify areas of priority (lowest
satisfaction) for improving the quality of care. On the
other hand, the preliminarily collected qualitative data
help interpret the quantitative findings.

Overall, the questionnaire has acceptable measurement
criteria. With an alpha value of 0.7, the reliability of the
overall scale is comparable to previous questionnaires
used for measurement of women’s satisfaction in
industrialised countries 12-16. On the other hand, this
level

questionnaire has a high of validity. The

methodology developed revealed a low level of
satisfaction with the birth care in the study hospitals and

detected the difference in women’s satisfaction with the

care in the public and private hospitals of Sana’a, Yemen.
It was also able to pinpoint the factors that explain most of
the wvariation in the level of satisfaction among the
participants (table 4).

High level of satisfaction and low variability of responses
are commonly quoted limitation of satisfaction surveys in
obstetric care34 and other health services 35. The ability
of this study to reveal lower rate of satisfaction is
explained by the approach used for data collection; the
preliminary FGD helped improve the relevance of the
satisfaction criteria and questions to women’s needs. In
addition, satisfaction was addressed as a multidimensional
concept by asking women about the individual aspects of
care rather than their satisfaction with the care in general.
Conclusion

This instrument provides a reliable and valid picture of
women satisfaction with the various dimensions of birth
care in the hospitals of Sana’a, Yemen.
Recommendations

Questions should be added in the dimensions addressing
pain relief and privacy. In addition, further work is needed
to test the tool in other context such as the primary health
care facilities in order to verify its validity and reliability.
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Annex 1

The scales used in the birth satisfaction questionnaire

Scales and their constituent items

Measurement

Advice on discharge: whether women were given:

an appointment to discuss family Yes [ No [

planning

advice to come back in case of bleeding | Yes [ No [

advice to come back in case of fever Yes ] No [

advice to come back in case baby Yes [ No [

becomes feverish

advice to come back in case baby isnot | Yes[] No [

suckling well

Hospital environment: how satisfied are women with

the cleanliness of the hospital Satisfied [| | Fairly satisfied [] | Not satisfied []
the cleanliness of the ward Satisfied [0 | Fairly satisfied [ Not satisfied []
the cleanliness of the toilets Satisfied [ | Fairly satisfied [] | Not satisfied []
Information given during labour: Women were asked whether

it was easy to understand doctors Yes [] Some of the time ] | No [

staff explained the progress of labour Yes [ Some of the time ] | No [

purpose of tests/ procedures explained Yes [ Some of the time ] | No [

they were told the results of the tests Yes [] Some of the time [l | No [

Staff’s attitude: How satisfied are women with

Doctors’ attitude Satisfied [] | Fairly satisfied [ Not satisfied []
Nurses’ attitude Satisfied [] | Fairly satisfied [ Not satisfied []
Female assistants’ attitude Satisfied [ | Fairly satisfied [ Not satisfied [
Privacy: How satisfied are women with

The number of people present during Satisfied [] | Fairly satisfied [] | Not satisfied [
labour and delivery

the level of privacy Satisfied [1 | Fairly satisfied [] | Not satisfied []
Pain control: women were asked whether

The level of pain was acceptable Yes [] Some of the time ] | No [

they needed further medication for pain | Yes [ Some of the time [1 | No [

Care in general: Women were asked:

about the intended place in case of Same Other hospital [ Home

having another delivery hospital

Whether they would recommend Yes [] No [

hospital to others

Satisfaction with their birth experience | Satisfied [ | Fairly satisfied [ | Not satisfied (]

in general
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