CHAPTER ONE
OVERVIEW OF THE STUDY

An overview to the study is provided in chapter .ofide background of the study
followed by the problem statement is discussedhiapter one. The problem statement
led to the formulation of the research questiort®e &im of the study is described and
addressed through the objectives of the study.bgs are followed by the significance
of the study, the researcher’'s assumptions, anovarview of the research design and

research method.

1.0 INTRODUCTION

The South African report on confidential enquirieéo maternal deaths identified
delayed and/or infrequent antenatal care as afsigni avoidable factor contributing to
maternal mortality in South Africa (SA) (Departmeaithealth (DOH), 2001). In 20086,
the maternal mortality rate for SA was 175 for gvE00 000 births (Pregnancy education
week, 2006). The extend of morbidity was not kndw it is estimated that for every
woman that dies of a pregnancy related complicatth more suffer from morbidity
which may be severe and lead to long term disgb{liackson and Debra, 2006).
Cunningham, Gant, Leveno, Gilstrap, Hauth and Wens#t (2001), reported that
patients cited the following reasons for late aatehbooking:l didn’t know that | was
pregnant; | didn't have enough money to pay for wsit; and | could not get an
appointment’ In 1994, the National Health System in SA adopteategies to improve
access to antenatal care. Despite the strategiesh whcluded free antenatal care
services, pregnant women initiated antenatal healté at a late stage of their pregnancy,
that is, during the third trimester. Consequerttlig important to understand the reasons
for the late attendance in order to make recommnterdawith the intention of improving

antenatal clinic attendance by primigravidae.



11 BACKGROUND

The background of my study is discussed under dllewiing headings: definition of
antenatal care, purpose of antenatal care, le¥disaith care, initiation of antenatal care,

and description of antenatal clinic visits.

111 Definition of antenatal care

Antenatal care is defined by various authors as:

» Care offered to pregnant women from the period cenuimg when the woman
books at an antenatal clinic and ending at the enset of labour (Bodkin,
2004).

» Care that is given to a pregnant woman from theetithat conception is

confirmed until the beginning of labour (FraseroPer and Nolte, 2006).

1.1.2 Purpose of antenatal care

The Department of Health (DOH) (2002) states tinétm@atal care attempts to ensure, by
antenatal preparation, the best possible outcomedmen and their babies. The aims of

antenatal care are described by different autheofslbws:

 To prepare the pregnant woman and her family fa ginegnancy, labour,
puerperium, lactation, and subsequent care of #ty;bin a physical, spiritual,
psychological, and social way (in a holistic vigi@gllers, 1997).
 To monitor and promote the wellbeing of a mothed d&er developing baby
(British united provident association’s (BUPA) hahformation team, 2004).
» According to Cunningham, et al. (2001), the aimarmtnatal care are to:
0 Define the health status of both the mother anasfet
0 To determine the gestational age of the fetus,

o To initiate a plan for continuing antenatal care.



Sellers (1997) and the Department of Health (208&) the following objectives to
achieve the preceding aims:

 Ensure a normal pregnancy and good general hegltedhcation on healthy
living habits;

» Early detection, management and referral of cormpbas which can be spiritual,
physical, or psychological;

* Administration of medications that may improve pragcy outcome;

» Assessment of pregnancy risk;

» Careful screening of pregnancy problems and rdfesiare necessary;

* Physical and psychological preparation for childhaad parenthood;

* Prepare for and promote breastfeeding if not ceintlecated;

* Provide the mother and her family with informatioegarding the possible
abnormalities without alarming them;

* Promote family planning to improve the quality b lof all people;

» Provision of health education to pregnant women.

In 2000, the Gauteng Department of Health (GDOHjlished an antenatal care policy.
The policy is in response to an identified needdtine a minimum standard of antenatal

care in the Gauteng province. The policy will atssigh the following aspects:

» Facilitation of central and regional budgeting;
» Guidance for service providers about the conterindénatal care;
» Definition of standards;

» Communication to consumers- pregnant women and feénmilies.

The GDOH antenatal care policy document statesalf@ving regarding the provision

of antenatal care:

* The institutions that can provide antenatal caeemaobile clinics, day clinics,

midwives obstetrical units (MOU), and hospitals;



* Only registered midwives and medical practitionfisctors) may provide
antenatal care;

* Antenatal care and delivery of pregnant women \ath risk can be done at
an MOU; and

* All of the examination findings, identified problem test results, and
medication given are recorded on the antenataicotiard that is retained by

the pregnant woman.

1.1.3 Levels of health care

Different levels of health care are implementeddistricts and regions for efficient
functioning of the health service (DOH, 2002). Theee levels of health care in SA, are

primary, secondary and tertiary (South African Niasil Defense Force (SANDF), 2005).

Primary health care (PHC) — At the primary health care level equity must bewrad
through maximum accessibility (SANDF, 2005). PHC peovided in clinics and
community health centers (CHC). The clinic rendeosnprehensive, integrated PHC
services for at least 8 hours a day; 5 days a W€, 2000). A CHC is defined as a
facility that provides the normal range of PHC &g and additional services, and
additional services such as 24 hour maternity,dacti and emergency services and a
maximum of 30 beds where patients can be obserged fmaximum of 48 hours
(Cullinan, 2006). The community health center mhete at least one person who has
completed a recognized PHC course. The primarytlhezre course is a post basic
qualification registerable with the South Africamrsing council. The primary health care
nurse is trained in health promotion and diseasegmtion, assessment and evaluation of
undiagnosed symptoms and physical signs, manageshex@mmon acute and chronic
medical conditions, and identification and appratireferral for other needed health
care services (Stanhope and Lancaster, 2000). Boatal other specialized professionals

are accessible for consultation, support and rafand provide periodic visits.



Where only midwives provide maternity services madstetric unit, it is referred to as
an MOU (DOH, 2002).

According to the DOH, 2002; the functions of a commity health center are as follows:

* Antenatal care for low risk women including on-sibaitine blood testing;
» Treatment of common problems of pregnancy;

* 24 hour labour and delivery for low risk women;

» Postnatal checks including contraception;

» Referral of problems to hospital,

* Management of emergencies.

If a more specialized level of care is requiredjgrds are referred to the secondary level
by clinic staff (Cullinan, 2006). Referrals withémd outside the PHC center are recorded
appropriately in the relevant registers (DOH, 2000.

This study was conducted at a level 1 MOU, wherteraatal care is provided by

registered midwives. The medical doctor, who is edical officer, is accessible for

periodic consultations. According to the DOH, 2008)U is a stand alone maternity
service center which operates for 24 hours a dalgyg a week. The MOU is staffed by
advanced midwives, midwives with perinatal educatmogramme training, enrolled

nurses, nursing assistants, and a visiting or eesichedical doctor (DOH, 2002). A full

discussion of the staff at the MOU where this studyg conducted is provided in chapter
two of this study.

Secondary health care (SHC) -Secondary health care is provided at district and
regional hospitals. SHC is the environment in whserhall surgical interventions and
short admissions to a health care facility are ireguto determine initial patient response
or to finalize the diagnosis before the patienteiferred if necessary to the tertiary level
(SANDF, 2005). The SHC center has critical roleplay (Kwik-Skwiz 9, 1998; and
DOH, 2002) such as:



* Provide support to health workers in clinics anchowinity services, both in
terms of clinical care and public health expertise;

» Provide first level of hospital care;

» Areferral place for the clinic and/or CHC, whercessary;

* Management of severely ill pregnant women;

» Specialist supervision of the care of pregnant wogme

» Prenatal diagnosis, for example, genetic amniosete

» Multidisciplinary care.

In order to fulfill its roles, the district hospitaas the following features (Kwik-Skwiz 9,
1998):

* Clinical departments such as: emergency care, mnedisurgery, obstetrics,
paediatrics, psychiatry and out patients services;

» It provides 24 hour services and has more thare88;b

* Provides in service training and support to PHGrises and facilities in the
district;

* And has the capacity to interact with the commuaitg other sectors.

Tertiary health care — Tertiary health care is the environment where sistiservices,
including rehabilitation, are rendered (SANDF, 20d6r example, academic hospitals.
Some services provided are beyond the normal sabaespecialist and require the input
of a registered sub-specialist (DOH, 2006). A sple@d level 3 hospital will have
specialized services such as: cardiology and m&spyr medicine, hepatology, oncology,
plus associated anaesthetic and diagnostic fasil{ibOH, 2006). These hospitals consist
of highly specialized national referral units tiagether provide an environment for
multi-speciality clinical services, innovation aresearch (Cullinan, 2006). The services
provided are generally expensive and used by fewermia, and require high technology

and/or multidisciplinary teams of people with seamkills to provide sustained, high



quality care. According to the DOH, 2002 tertiargatth care has the following

functions:

» Specialist combined clinics, for example, diabptiegnancy clinics;
» Advanced prenatal diagnosis such as cordocentesis;
* Management of extremely ill obstetric patients;

» Responsibility for policy and protocols in the regs reserved.

The initiation of antenatal care is discussed next.

1.1.4 Initiation of antenatal care

Pregnant women are encouraged to book for antenatal as soon as pregnancy is
detected; from as early as 4 or 5 weeks gestatdH, 2002). However, Baiden,
Ampnsa-Achiano, Oduro, Mensah, Baiden and Hodg209€), reported that 56% of
pregnant women first attended antenatal clinic raurtheir second trimester. Late
initiation of antenatal care was found to be as#edi with factors such as maternal age,
smoking status, ethnicity, the planned pattern mkm@atal care and type of hospital
(Kupek, Pelrou, Vause and Maresh; 2002). Teenagers significantly more likely to
book late for antenatal care (Ebeigbe and Ghard0®0). According to Myer and
Harrison (2003), women initiated antenatal care las they perceived no significant
health threat during their pregnancy. Consequemtiyre than one antenatal care visit

was viewed as unnecessary (Myer and Harrison; 2003)

1.15 Description of antenatal clinic visits

According to the GDOH'’s antenatal clinic policy (), antenatal visits are divided into
the first antenatal/ booking visit and the follow-uisits. During antenatal clinical visits
the following services are provided: routine invgations, ultrasound scanning,
prescription of medications, and providing inforioat to pregnant women. The

preceding visits and services are discussed ifotloving section.



1.1.5.1  The first antenatal/ booking visit

The first antenatal visit represents the first aochimnade by the pregnant woman with the
level 1 MOU's antenatal clinic for health assesshag care. The purpose of this visit is
to introduce the woman to the maternity servicaagér et. al, 2006). During the first

antenatal visit, pregnant women are assessed anfbltbwing information is obtained

and recorded on the antenatal clinical card:

» Personal details such as age, address and telepborieer;

» Past obstetrical history including complicationsd asutcomes of all previous
pregnancies;

» Medical history of conditions affecting or affectegt pregnancy, psychological
health;

» Family history of congenital abnormality, chroniedical or mental conditions,
or twins;

* Gestational age and method used to determine th am estimated date of
delivery (EDD);

» Full physical examination including weight;

» A problem list of risk factors found or anticipatedith a brief delivery plan, for
example, for hospital or MOU delivery.

* Routine investigations are done and these areitdleddn section 1.2.5.3.

The findings of physical examination and pregnaasgessment are used as baseline
reference for follow-up examinations. The precedifgrmation is used to determine the
women’s risk factors and is helpful in planning ameciding on the continuation of
antenatal care. The subsequent visits that thenpr#gvomen make to the antenatal

clinic are referred to as follow-up visits.



1.1.5.2 Follow-up visits

At the end of each visit, women are given returtesidor follow-up visits. The purpose
of follow-up visits is to determine the wellbeind both the mother and the fetus
(Cunningham, et al. 2001). It is important for th&wife to review the complete record
of the pregnant women prior to conducting the foHap antenatal examination. The
records are reviewed to establish whether any pnablwere identified, if the problems
have been resolved, or if alternative actions riedake taken (Fraser et al, 2006). During
the follow-up examination, the following data ist@ied and recorded:

* Blood pressure;

* Urinalysis;

* Fetal movements, fetal lie, fetal heart beat atel wnd fetal presentation; and

» Symphysis fundal height (SFH) in centimeters.
If any problems are detected at these visits, tenan is referred to the doctor or

hospital for further management.

1.1.5.3 Routine investigations

The midwife explains the investigations that aréeéoperformed to the pregnant women.
The following investigations are done on all wona¢ithe antenatal clinic to detect if any

abnormalities are present:

» Urinalysis to exclude abnormality is performed &y visit;
* Blood:
o0 Syphilis screening at the first visit: If the test results are positive,

treatment is prescribed according to the advancemgnhe infection.
Early syphilis is treated with an intramuscular injection (IMI)}f o
benzathine benzyl penicillin 2.4 million units odese. If the pregnant
woman is allergic to penicillin, erythromycin 500nfmur times a day is
prescribed for oral intake. Late syphilsstreated with benzathine benzyl
penicillin 2.4 million units imi once a week forrde weeks. For penicillin



allergic pregnant women, erythromycin 500mg is qribgd to be taken

four times a day orally for a duration of one mo(ifhe national essential
drug list committee; 1998).It is well establishddhatt active syphilis

infection during pregnancy results in high ratedetél and infant death
and disability (Gloyd; 2001);

Blood grouping and rhesus (Rh) factor:If the Rh factor is negative, the

blood is screened for Rh antibodies. If the womaesdnot have Rh

antibodies the specimen is repeated every four weeks. Ifceiéinues to
have no Rh antibodies, she is managed at a losglithbwhen she has a
potentially sensitizing event by being given 10Ccmgrams of anti-D
immunoglobulin imi within 72 hours of the event.nS#izing events are
such as amniocentesis, abdominal trauma, and tatiminof pregnancy.
If the fetus or neonate is Rh negative, ant-D isgieen to the woman. In

cases where the pregnant woman has Rh antibodie82the antibody

test is repeated every 3 weeks along with an wltrad scan. If the Rh
antibody remains below 32 and there is no fetalrdys, the woman is
managed at a regional hospital and ant-D immunagjiolis not given. If

the Rh antibodies >32 and / or fetal hydroip&e woman is referred to a

specialized unit (DOH province of KwaZulu-Natal ,0&).

Haemoglobin level: It is important to monitor haemoglobin levels in
pregnancy because, during pregnancy there is nodihdlon of blood
which starts at approximately th&" 8veek of pregnancy and progresses
until the 329 and to the 3% week of pregnancy (Health 24.com).The
haemoglobin readings range from 11g/dl in the &rgd third trimesters, to
10.5g/dl in the second trimester (Fraser et al,6200 the haemoglobin
levels are below 10.5 g/dl, the condition is calladaemia (Health
24.com).lron deficiency anaemia is treated withrdies sulphate oral
200mg three times a day with food for 1 month th#ex as for
prevention, which is oral 200mg daily with food €l'mational essential
drug list committee, 1998). If anaemia is due ticfacid deficiency, it is

treated with folic acid supplements 1 to 5 mg oacay (Health 24.com);
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o Human immunodeficiency virus (HIV): Written, informed consent is
obtained from the pregnant women before the tgse¢irmed. If the test
is positive, blood is taken for a CD4 cell counheTCD4 cell count
determines if the pregnant woman will be commenmedantiretrovirals
(ARV), or the prevention of mother to child transsion (PMTCT)
programme. ARVs are commenced when the pregnaniawasnprepared
to commit herself to long-term treatment and toeadhce, if she has HIV-
related symptoms, if she has a primary infectianif (ner CD4 count is
below 200 (Millera S, 2005). The PMTCT programmenisiated by the
HIV positive pregnant woman taking a nevirapinelg¢alat the onset of
labour (HIV AIDS clinic, 2008).

All the investigative findings are recorded on liegnant woman’s antenatal clinic card.

1.1.5.4  Ultrasound scanning

At the level 1 MOU where the study was conductdiasound scanning is performed on
Wednesdays. Although not necessarily done in epeegnancy, an ultrasound can be
used to help date the pregnancy and obtain infeomatbout the health of the fetus
(Babynet storyview, 2000). An ultrasound scan carubed for the following purposes
(Baby centre, 2007; DOH, 2002 and Obstetric ultmasip 2006):
» Diagnosis and confirmation of early pregnancy framearly as four weeks of
gestation, and to confirm that the site of preggasavithin the uterus;
» To check viability of the fetus. A fetal heart beain be depictable by 7 weeks
gestation;
» To confirm dates, ideally at 10-13 weeks gestation;
* To diagnose fetal malformations usually before 2@ks;
* To locate the placental site;
» Diagnose multiple pregnancy;
» Diagnose polyhydramnios and oligohydramnios;

» Confirm fetal presentation; and

11



* Monitor fetal growth from 28-40 weeks.

1.1.55 Medications

Medications may be administered to pregnant wonsersdipplementation, prophylaxis,
or therapeutic use. The purposes of administerorges medications during antenatal
clinic attendance are described below:

» Supplementation with ferrous sulphate 200mg dailprevent anaemia is given
to all pregnant women;

* Folic acid tablets 5mg daily, is administered dgrihe first trimester to help
prevent neural tube defects (DOH, 2002). Repeatedies have shown that
women who take 0.4mg of folic acid daily prior tonception and during early
pregnancy reduce the risk that their babies wilbbe with a serious neural tube
defect by up to 70% (Nemours foundation, 2007).

» Tetanus toxoid (TT) vaccination to prevent neontgtnus should be given to all
pregnant women according to standard protocol (D@B02). During the first
pregnancy, the women are given 3 doses of 0.5mVdccines imi in the right
deltoid muscle. The first dose is given at thet finstenatal clinic visit, the second
dose is given four weeks after the first dose, #red third dose is given six
months after the first dose even if it is in thegerium (DOH, 2005). In the two
subsequent pregnancies, only one dose of TT iswgivehe first antenatal clinic
visit. If there are no records of the previous Takeinations, all pregnant women
are vaccinated as primigravidae. Five adequatedgesph doses of TT provide life
long protection against tetanus (DOH, 2005).

« Common ailments and sexually transmitted diseases$r@ated according to the

essential drug list.
Care should be taken when prescribing and / or midtering medications to pregnant

women not to overdose or give medications withtégranic effects. Medications are

prescribed by a registered doctor or a practitiaviéht a diploma in advanced midwifery
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and are administered by midwives. Pregnant womenadvised to be cautious about
taking over the counter medication as some haveowep safety or are known to
adversely affect the fetus (Ronald A, Black MD &sley Hill MD, 2003).

1.1.5.6 Information for pregnant women

Certain essential information must be providedlitpr@gnant women, verbally and in the
form of written or illustrated cards or pamphldiOH, 2002). The information provided

includes:

* A delivery plan includes the expected date of azinbased on the estimation of
gestational age, expected place (clinic or hogpatadl mode (vaginal or caesarean
section) of delivery;

» Five danger symptoms that should be reported tattfé at a health care facility
are:

Severe headache;

Abdominal pain (not discomfort);

Reduced fetal movements;

Passage of liquor from the vagina;

o O O O o

Vaginal bleeding.
* Preparation for childbirth and motherhood by prawdantenatal education and
exercises;
» Self care in pregnancy which entails:
o Diet and exercise;
o Personal hygiene and breast care;
0 Use of medications; and
o Non-abuse of alcohol, tobacco and recreationalsdrug
» Information regarding routine clinical tests tha¢ aot performed at the clinic as

they are expensive, for example, rubella serolagg where they can be done;
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» Different contraceptive methods that can be usedptce pregnancies if they
wish to fall pregnant again, or to prevent pregyaricthey decide that their
family is complete.

The preceding information that is provided to preegnvomen empowers them and gives

them confidence in knowing what to expect and to do

1.2 PROBLEM STATEMENT

A research problem is a knowledge gap that warréiitsg and can be addressed
through systematic study (Macnee, 2004). Lateatiith of antenatal clinic attendance
was identified as a problem that warranted thisaesh being conducted. Antenatal care
should be initiated as early as a few days after first missed menstrual period
(Cunningham, et al., 2001). In 2004, Ikamari cotdd@a study on maternal health care
utilization in Teso district and the results ob&nndicated that most respondents in the
study were aware of the importance of antenata bat the majority sought antenatal
care late and made very few antenatal clinic visiesso district is an administrative
district in the western province of Kenya (Wikipadi2007). Despite the widespread
availability of free antenatal care services, nvasinen in rural South Africa attend their
first antenatal care late in pregnancy (Myer andrisian; 2003). Some 25% of pregnant
African women attended their first antenatal clahigisit in the third trimester of their
pregnancy (Africa Malaria Report; 2003). Being sfie¢to SA, many women continue to
make their first appearance at an antenatal ciftar the 28 week of gestation (Sellers,
1997). Abrahams, Jewkes and Mvo, (2001) conductstudy in Cape Town entitled
‘Health seeking practices of pregnant women andaleeof the midwife’. The research
findings of the study by Abrahams, et al. 2001 ssted that late/inadequate antenatal
attendance is associated with social, health qadleeducational factors. No similar study
has been conducted in the Gauteng province. Tliy stiithe health seeking practices is
recommended in Gauteng as the findings of the Capen study cannot be generalized
to the Gauteng population. The reason why the Japen study cannot be generalized

to the Gauteng population is that the populatiorthim Cape Town study consisted of
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Xhosas, Coloureds and Whites. In the Gauteng pecevthough, the population varies
widely. The Gauteng population and the clinic aless at the level 1 MOU include
African immigrants, as well as members of differ8outh African tribal groups such as
Zulus and South Sothos.

The participants interviewed will be primigravidae they are considered to be more of a
high risk for obstetrical complications, compared rhultigravida, as it is their first

pregnancy and labour (Sellers, 1997). In addittbey lack knowledge and experience
gained from previous pregnancies and labours. ThehSAfrican National statistics on

maternal mortality rates of primigravidae reportbdt 47.7% of maternal deaths were
due to hypertensive disorders of pregnancy and’8®6maternal deaths were caused by
Acquired Immuno-Deficiency Syndrome (AIDS) (DOH,®0). Maternal deaths due to

pregnancy induced hypertension HIV and AIDS cowdbevented through timeous and
adequate antenatal care. All the preceding aspetisssitates that the reasons for late
attendance at antenatal clinics be investigatedracdmmendations be made for early

initiation of antenatal care.

1.3 RESEARCH QUESTION

Emanating from the problem statement, the followgngstions were posed:
* Why do primigravidae initiate antenatal clinic atiance at the level 1 MOU late
in their pregnancy?

* What needs to be done to promote early antenaét ettendance?

1.4 AIM OF THE STUDY

The aim of this study was to determine the health egking practices amongst
primigravidae at a level 1 midwives obstetrical urti based in a peri-urban area in
Gauteng province, South Africa. The intention theref was to make
recommendations of encouraging primigravidae to irtiate antenatal care in their
first trimester.
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1.5 OBJECTIVES OF THE STUDY

The following objectives were set to answer theeaesh questions and achieve the aim
of the study:

» To explore and describe the health seeking practt@rimigravidae who started
attending antenatal clinic at the level 1 MOU ieittthird trimester of pregnancy;
and

* To make recommendations with the intention of enagimg primigravidae to
initiate antenatal care in their first trimester.

1.6 SIGNIFICANCE OF THE STUDY

Early antenatal care allows psychological, phygimocultural and social concerns to be
addressed while maternal and fetal well-being amel dverall pregnancy status are
simultaneously monitored (Littleton and Engebrefs2®01). This study is significant to
midwifery practice because the research results hellp midwives in identifying the
reasons why primigravidae book at the antenatalicclin their third trimester of
pregnancy for antenatal care, and thus help midwigeencourage pregnant women to
initiate antenatal clinic attendance in their firgimester. This study provides
recommendations on how to ensure early attenddraetenatal clinic by primigravidae.
If antenatal care is started in the first trimestie goals for antenatal care that are
described in section 1.2.2 can be achieved by thbwvives. These goals include
monitoring the health of both the mother and hdsyb#nroughout the pregnancy; and
early detection, management and referral of matamdh fetal complications; preparation
of the mother for labour and puerperium and edanabout child care and future family
planning (Cunningham, et al, 2001). If the desatigeals for antenatal care can be met,

maternal mortality rate will be decreased.
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1.7 RESEARCHER’S ASSUMPTIONS

Researcher’s assumptions are beliefs that arettiéle true but have not necessarily been
proven (Nieswiadomy, 2002). The researcher’s assangprovide a point of departure
for the research. Two types of assumptions thaewapplied to this research were meta-

theoretical and theoretical assumptions.

1.7.1 Meta-theoretical assumptions

Meta-theoretical assumptions are non-epistemierstants about the researcher’s values
and beliefs that are not meant to be tested (Nagtmy, 2002). The researcher assumes
that the antenatal care provided to primigravidaaimed at maintaining a complication
free pregnancy, which will lead to the deliveryaohealthy baby by a healthy mother. In
this research, the midwife who providastenatal careto primigravidae views them as
individual holistic beings who are members of family and society. Members of the
multidisciplinary health team are involved in the provision of care to the pgravidae.

In the next section; the meta-theoretical assumptare discussed in detail.

1.7.1.1  The individual, family and society

The researcher views the primigravidae as an iddaliwho has rights like any other
human being. As a person who seeks health cargriimigravidae also have patients’

rights.

Some relevant human rights include the right tegmy, the right to confidentiality, the
right to self-determination, the right to autonorthe right to fair treatment, and the right
to protection from harm (Burns and Grove; 2001)tidPés’ rights include respect for
human being, protection of their rights and privasyd the rights to make decisions

regarding their own health (Searle; 2000).
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When a woman discovers that she is pregnant, shéoheonsider notifying her family
members so that she may get support from them.|¥@mefined as a group of people
living together and functioning as a household,allguconsisting of parents and their
children (World English Dictionary, 2007). The dmgis of pregnancy may come as a
shock to primigravidae, especially if the pregnamas unplanned, and to teenagers who
may not be financially independent. The familieed&o provide emotional support to
the pregnant women, especially because it is fhistrpregnancy and they have limited
knowledge about pregnancy. Emotional support mappese of: ensuring that the
primigravida receives health care during pregnamspecially if she is a scholar or a
teenager who may not be able to, or want to make to attend antenatal clinic.

Some primigravidae may be scared to reveal the&igmancies as they may fear being
seen as unmarried mothers, or sexually active tgeaaThe society plays a huge role in
the life of a primigravida as she belongs to it amds to be accepted as a mother.
Society is defined as a structured community ofppedound together by similar

traditions, institutions, or nationality (World Bigh Dictionary, 2007). The society may

be faced with children who are abandoned by trenage mothers. Thus the society
needs to provide a strong social support to thgrnamet woman to prevent being faced

with school leavers and abandoned children.

1.7.1.2  The primigravida as a holistic being

The holistic person encompasses the body, mindspind (Chang, 2007). The holistic
health care provided to primigravidae involves poting psychological wellness,
physiological wellness, encouraging socio-cultumaleractions and supporting the
fulfillment of spiritual aspirations. The holist@are given to primigravidae is supported
by Wung, Chen and Hwu (2007). These authors cordugtstudy on ‘Teaching patient
centered holistic care’ and stated that ‘The hiclisspect addressed clients’ physical,

psychological, and spiritual needs and relatedfact
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It is important to promote psychological wellne$she primigravidae as this is their first
experience of pregnancy. The primigravidae needgchadogical support during
pregnancy, especially if the pregnancy may not Hasen planned, they are teenagers
and / or single women. The psychological suppoel theed will be aimed at helping
them to accept the pregnancy. Accepting the pregnisnthe first step that will motivate

the woman to seek health care during pregnancy.

With every antenatal clinic visit, the woman is exaed to assess her wellbeing and that
of her unborn baby. Ensuring good physiological Imesds of the primigravida may
produce the delivery of a healthy baby. In sometuahate circumstances, a woman may
give birth to a neonate who is not well, or islsarn. When a mother delivers a stillborn,
her most immediate need is for emotional suppodl§ @R, 2004). During antenatal
care, any problems that the primigravida may preséth will be managed promptly

when detected.

When the primigravida has accepted her pregnandyisashappy about it, she will have
little difficulty interacting with members of hepsiety. Interaction with society is good
for primigravidae as they may form support groupthww the community. The support

groups will advice the woman about pregnancy, whicth make her feel secure and

happy.

The primigravidae’s human rights should be respkc@nsequently, they should be
treated with dignity by all health care providensldheir ethnicity should be respected.

1.7.1.3 Antenatal care

Antenatal care involves ensuring a good pregnamogrpss and outcome. Good child

care is also an aspect to be focused on and wéhared by practicing child spacing.

Ensuring good pregnancy progress is ensured byoulgbr antenatal care provision.

Antenatal care includes assessment of the motpagsiological and physical wellness,
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assessment of fetal wellbeing and growth and educabf primigravidae about

pregnancy, labour and the puerperium.

A study by four University of San Francisco (USkjrsing students recommends that
mothers wait two and half to three years betweegmncies (USF News, 2007). Child
spacing is ensured by educating the primigravidamu@athe use of contraceptives. The
women have a wide range of contraceptive methoahoose from. Some methods of
contraception offered at the level 1 midwives obstal unit are: intrauterine
contraceptive device, injectable contraceptivesal ocontraceptives and Dbarrier
contraceptives. The aim of child spacing is to emsoroper care of the child both
physically and physiologically by the mother. Hayrhildren too close together has long
been associated with increased risk of variousradveealth outcomes, including infants,
children and maternal deaths. Increasing the iateloetween pregnancies can reduce
infant, child and maternal mortality significan{igatalyst consortium, 2007). In addition
to this, short interpregnancy intervals signifi¢picreased the risk of early spontaneous

preterm births (Rodriges and Barros, 2007).

1.7.1.4  Multisectorial and multidisciplinary health teamlaboration

Multisectorial health team collaboration is necegs® provide effective health care
provision. The legal team provides a framework Faman rights. Social welfare
agencies are needed for referral of primigravidhe want to put their children up for
adoption after delivery. The department of educatis responsible for training
candidates to become health care providers. Theirmial departments of health
provides further training for health care providdpslitical leadership is necessary to
ensure that multisectorial collaboration is acheéevd@he community is essential in
socializing the individual in society and undersiaig the community’s culture assists

the health care providers to understand and reipeicinorms and values.

Multidisciplinary describes a programme that inwsvseveral branches of medicine,

science, or other professions working together tdvéacommon goal (Hyperdictionary;
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2005). Some of the multidisciplinary team membeaxoived in antenatal care provision
are nurses, midwives, medical doctors, HIV counselaboratory technicians and the

physiotherapist. Each member of the multidisciplyfaealth team has a role to play.

The nurses have more direct contact with the priamigae during antenatal care. The
medical doctors treat primigravidae for ailmentsilesthe counselors provide pre- and
post-test counseling for HIV testing. The laborgttechnician analyses the specimens,
which are take from primigravidae. The physiothestpelp with antenatal exercises and

the social worker arranges for adoption, safe hcanesother social services.

1.7.1.5  Conclusion to the meta-theoretical asswongti

In conclusion, | (the researcher) formulated théovang meta-theoretical assumptions:
the primigravida is an individual holistic being avbelongs to a society. Health care is
provided by the multidisciplinary team with intenteon and / or guidance by the

multisectorial team. In the next section the thBoaéassumptions are discussed.

1.7.2 Theoretical assumptions

Theoretical assumptions are epistemic statemerds dhe testable. The theoretical
assumptions that guided this research were the eptual framework, and the
definitions. The conceptual framework is an abstsat of concepts ant theories that are
related to one another and may be used to orgaséss and guide analysis within a
study (Lacey and Gerrish, 2006). The conceptuahéwork that guided this research
was the health belief model (HBM), by Alder, Kegeland Genevro (1992) and
Schwarzer (1992). The model focuses more on thergeaspect of precautionary health
behaviour (Messer and Meldrum, 1995).
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1.7.2.1  The health belief model (HBM)

The HBM is a psychological model that attemptsxpl&n and predict health behaviours
by focusing on the attitudes and beliefs of indist$ (The communication initiative,

2007). The HBM was applied in this study in orderihterpret the results of the

interviews. In this research, the precautionarylthe@ehaviour is antenatal clinic

attendance. The HBM is one of the mostly widelydusenceptual frameworks for

understanding health behaviour (Theories and appesa 2007). The purpose of
introducing the HBM was on increasing the use @vpntive services. The HBM is a

framework for motivating people to take positiveallle actions that uses the desire to
avoid negative health consequences as the primeatioh. It is important to note that

avoiding a negative health consequence is a kayegie of the HBM (Theories and

approaches, 2007). In this research the negatigkthheffect is the negative pregnancy
state; such as pregnancy induced hypertension (Fhi¢) HBM considers main areas that
are likely to influence whether a patient will clseoto seek help about health related
issue. These areas are also referred to as kegblesi or major concepts namely
perceived susceptibility, perceived severity, pmex benefits, perceived barriers, cues
to action and self efficacy (onlineconsultation,&2g07).

1.7.2.1.1 Perceived susceptibility

Perceived susceptibility is one’s subjective bel¢fthe risk of contracting a health

condition. In this research, perceived susceptypdan be defined as the primigravida’'s
belief of the chances of developing PIH. The primvgda may believe that she may be at
risk of developing PIH.

1.7.2.1.2 Perceived severity

Perceived severity is one’s belief of how seriou®adition is and its consequences if it

is left untreated. The primigravida’s belief of heerious is PIH and its complications if

she does not obtain treatment, will determine & @il try to avoid it or not.
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1.7.2.1.3 Perceived benefits

Perceived benefits are one’s beliefs in the efficaicthe advice action to reduce risk or
seriousness of the threat of iliness. They wilenfiveigh the benefits and disadvantage
regarding each course of action. The primigravidg tmelieve that if they attend/ walk to
the nearest antenatal clinic they would be safe fRdH and its complications, possibly

by early diagnosis and prompt treatment/ intenaemti

1.7.2.1.4 Perceived barriers

Perceived barriers are the potential negative cpresgces that may result from taking
particular health actions, including physical, geylogical, and financial demands. The
primigravida will identify the barriers preventingttendance at antenatal clinic. For
example, she may not be attending antenatal di@t@ause she does not have money for
transport to the clinic of her choice and she Wwale to identify a way to overcome that

barrier. For example, she may choose to walk todaest clinic.

1.7.2.1.5 Cues to action

Even when patients have developed perceptions dbeuthealth, a trigger is required to
initiate action. Cues to action, are the stratetieactivate readiness. The trigger may
increase the pregnant woman’s perception of subdégtto PIH, its seriousness,
increased benefits, decreased disadvantages anerfaincrease motivation to change,
or convince the pregnant woman that she may in lbacable to make any required
changes herself. The cues to action may either duilyb for example, persistent
headache or environmental, for example; informatabout PIH published in the

newspaper). These cues to action motivate the grawvida to attend antenatal clinics.
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1.7.2.1.6 Self-efficacy

Self-efficacy is a term used to describe how agersews their own ability to carry out

a particular action. The primigravidae need to bafident and believe that they are

capable of attending, or walking, to the nearederaatal clinic. During visits, the

pregnant woman will receive guidance or advice apoegnancy.

1.7.2.2 Definitions

Key concepts that are used in this research aneatkés follows:

Antenatal care is defined as medical, physical and psychologielth care
provided to the primigravidae and her fetus dungimggnancy, preceding labour
and childbirth. Antenatal care should ideally beiated as early as a few days
after the first missed menstrual period (Cunninghamal, 2001). In this study
antenatal care is provided by the midwives, theioaafficer and allied health
professionals to pregnant women who do not have camyplications, such as
hypertension in pregnancy

First trimester: A period of pregnancy counted from the first dafythe last
normal menstrual period to the end of the twelftbelv of pregnancy (Sellers,
1997). This term is applied in this study as thefgared time that primigravidae
must initiate antenatal clinic attendance at threllé MOU.

Health care provider: Is an organization or a person who delivers préyalth
care in a systematic way professionally to anyvimiial in need of health care
service (Wikipedia, 2008). In this research, thesnt refers to the midwives,
doctors and allied health professionals such asitilecounselors and laboratory
technicians.

Health seeking practices Efforts taken by pregnant women to seek health ca
during their pregnancy for the purpose of monitgrithe progress of their

pregnancy.
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Maternal mortality rate : The number of maternal deaths which occurs during
pregnancy or puerperium divided by the number wé lbirths in that year
(Medical dictionary, 2007). This term was used his tstudy to emphasize on
some of the complications of inadequate or no atédcare.

Maternal morbidity: Is defined as disease condition or state, the émdd of a
disease or all diseases in a population (The omtiedical dictionary, 2007). This
term was used in the study to emphasize on sonteeotomplications of the
complications of inadequate or no antenatal care.

Midwives obstetrical unit (MOU): Decentralized delivery units staffed by
midwives who assume responsibility for ante-, intr@and postpartum care of
normal risk mothers (Nolte, 1998). In This studye MOU is where the research
data was collected.

Normal risk pregnancy: Defined as the risk determined at the first aatah
booking visit. It includes all pregnant women witb risk factors (Bodkin, 2004).
Antenatal care at the level 1 MOU where this stwdg conducted is rendered to
pregnant women whose pregnancies are classifiadrazal risk.

Primigravidae: Women who are pregnant for the first time, irexgpve of their
age and / or marital status (Sellers, 1997). Omimigravidae were selected as
the population and sample for this study.

Puerperium: A period of time extending from the end of thedlstage of labour
to the end of the sixth week following delivery [i8es, 1997).

Second trimester A period of pregnancy from the beginning of tirteenth
week up to the end of the twenty fourth week (3g]1&997).

Third trimester : A pregnancy period from the twenty fifth week ilrigirth
(Sellers, 1997). The third trimester is the timevayich the primigravidae who

participated in this study initiated antenatal icliattendance at the level 1 MOU.
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1.8 RESEARCH DESIGN AND RESEARCH METHOD

The research design is a plan of how, when, andevtata are to be collected and
analyzed (Parahoo, 1997). The research designemadnch method describe the whole
study’s strategy, from identification of the resgaproblem to the final presentation of
the research results. In this chapter, an overafthie research method and the research

design is provided. For a more detailed descriptioe reader is referred to chapter two.

1.8.1 OVERVIEW OF THE RESEARCH DESIGN AND RESEARCH
METHOD

A qualitative, descriptive, exploratory and contettresearch design was used to explore
and describe the health seeking practices of prawidae who commenced attending
antenatal clinics in their third trimester of prageoy. The research design and research
method were structured in accordance with the eaptm and description of the health
seeking practices of the primigravidae. Purposiaen@ing was utilized to select
participants to be included in the study. In ortierexplore and describe the health
seeking practices of primigravidae, individual iepth interviews were used to collect
data.

A brief overview of the research design and researethod is provided in table 1.1.
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Table 1.10verview of theesearch design and research method

Objective Population Data Data Conclusion
And sample | collection analysis

Explore and Maximum Tape Tesch'’s steps Synthesized

describe the variety recorded of data from data

health seeking | purposive individual analysis. analysis

practices of sampling of in-depth Emerging

first time 10 first time interviews themes were

pregnant women| pregnant identified

who started women

attending

antenatal clinic
in their third

trimester.

Make Evidence from| Synthesized

recommendation the first from data

Uy

to encourage objective analyzed
first time
pregnant
women to
initiate antenatal
care in their

first trimester

1.8.2. TRUSTWORTHINESS

In this section, an overview of trustworthinesgisvided; refer to chapter two (section

2.7) for a detailed description.

Guba and Lincoln’s framework for ensuring validapd trustworthiness of qualitative
research was applied to in-depth interviews with firimigravidae. The four main
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aspects of trustworthiness are credibility (trutiue), transferability (applicability),
dependability (consistency), and confirmability (trality) (in Polit and Beck, 2001).

1.8.3. ETHICAL CONSIDERATIONS

All research involving human participants must loaducted in an ethical manner that
respects the dignity, safety and rights of resegaitticipants and that recognizes the
responsibilities of the researcher (World Healthg@hization (WHO), 2007). To be
ethical, all health research on human participanist be scientifically sound (DOH,
2007). The participants’ right to privacy, anonyyraind confidentiality were maintained.
The co-operation with authorized review groups emsured. Consent was obtained from
the Postgraduate and the Human Research Ethics @eesnof the Faculty of Health
Sciences, University of the Witwatersrand, and ftbemmanagement at the health center
where the MOU is based. See chapter two (secti®nf@ a detailed description of the
ethical considerations.

1.9 RESEARCH LAYOUT

Chapter one: Overview of the study
Chapter two: Research design and research method
Chapter three: Research results and literatureaont

Chapter four: Conclusion, limitations and recomnagimhs

1.10. CONCLUSION

Chapter one provided an overview of the study. dverview included an introduction,
aim of the study, objectives of the study, sigm@ifice of the study, operational definitions
and the conceptual framework. Brief overviews of tlesearch design and research
method were provided. The research design androdsesethod are described in detail
in chapter two.

28



CHAPTER TWO
RESEARCH DESIGN AND RESEARCH METHOD

2.0 INTRODUCTION

In the first chapter the study’s aims, objectivesearch question and significance were
described and a brief overview of the research owktivas provided. Chapter two
describes the research design and research methaetail. The methodology includes
the research design, research setting, researchlgbop, sampling, data collection,

trustworthiness and ethical issues.

The aim of this study was to determine the healdeking practices amongst

primigravidae at a level 1 MOU, based in a periamrlarea in Gauteng province, SA. The
health seeking practice of concern was the firseraatal clinic attendance. From the
results of the study, recommendations were madeftencourage primigravidae to

initiate antenatal care in their first trimester.

The following objectives were set to achieve thr af the study:

» To explore and describe the health seeking practt@rimigravidae who started
attending antenatal clinic at the level 1 MOU ieittthird trimester of pregnancy;
and

 To make recommendations with the intention of enagimg primigravidae to

initiate antenatal care in their first trimester.

The research design was qualitative, descriptiveggloeatory and contextual. The
research method was unstructured, individual irnfdeipterviews. The population
consisted of primigravidae who were attending aai@Enclinic at a level 1 MOU.
Maximum variety purposive sampling, with inclusiand exclusion criteria, was used

and sampling continued until data were saturatéd. Sample consisted of primigravidae
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who initiated antenatal clinic attendance at tivelld MOU in the third trimester of their
pregnancy. The sample size was 10 participantstellygwo were from the pilot study,
and eight from the subsequent interviews.

Individual in-depth interviews were used to colldeta. One question was asked: ‘What
made you to come for your first antenatal visit wheu did?’ Interviews were audio
taped with participants’ informed consent (see aoreC), transcribed and analyzed by
using Tesch’s eight steps of data analysis (in We#s1994). Lincoln and Guba’s four

strategies for trustworthiness were applied antt&tlconsiderations were implemented.

2.1 RESEARCH DESIGN

A research design is a blueprint for conducting shely that maximizes control over
factors that could interfere with the validity dfet findings. It guides the researcher in
planning and implementing the study in a way teanost likely to achieve the intended
goal (Burns and Grove, 2001). The purpose of tlsggdes to achieve greater control and
thus improve validity of the study in examining tlesearch problem (Burns and Grove,
2001). It also sets up a situation that maximizes gossibilities of obtaining accurate
responses to objectives and questions (Burns andeG2001). The research design

applied to this study was a qualitative, descrgtexploratory and contextual.

Qualitative research is a systematic, subjective approach used to ithesdife
experiences and give them meaning (Burns and G&8@#,). It is a way to gain insights
through discovery of meanings. It is also a wayewrploring the depth, richness and
complexity inherent in phenomena. Qualitative stadire based on a world view that is
holistic and has the beliefs that: reality is nogke, reality varies from person to person
and changes over time, and what we know has meamhgwithin a given situation
(Burns and Grove, 2001). A qualitative researchgies/as used to gain insight about
why do primigravidae initiate antenatal clinic alence at the level 1 MOU where this

study was conducted in their third trimester ofgmancy. The insight from this study
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will guide midwifery practice on what can be doondrhprove antenatal clinic attendance

by primigravidae

Descriptive studiesare research studies in which phenomena are dedciescriptive
studies are designed to gain more information alobatacteristics within a particular
field of study. A descriptive design was used td gdormation as to why did
primigravidae initiate antenatal care at the leYyd\lOU in the third trimester of their
pregnancy. It was also used to identify problerhany, with the current antenatal clinic
practice. The problems were identified using indiinal in-depth interviews with the
participants whereby one open-ended question wkasdag he research question was
open-ended so as to allow the participants to gidetailed description in their response.
Bias was prevented by linking operational and cphed definitions, relevant sample
selection and size, using the researcher as a waalit reliable instrument and data
collection in the natural environment (Burns ancyey; 2001). This design included
identification of a phenomenon of interest (antahelinic attendance by primigravidae)
and concepts within the phenomenon, developingeqanal and operational definitions

of the concepts and description of the concepts.

Exploratory studies are not intended for generalization to large pagpahs. An
exploratory study design was used to explore thaltiheseeking practices of
primigravidae who started attending antenatal clati the level 1 MOU in their third
trimester of pregnancy. Exploratory studies areaxpected to have large samples and to
use random sampling technique (Burns and Grovel)20lis study had ten participants

and a non probability sampling method was used.

The study design was selected to attain the aireg@bring and describing the thoughts,
feelings, experiences and the deeper meaning gbltbaomenon under study from the
perspectives of the participants. This perspecisvghe experiences that influenced

primigravidae to initiate antenatal clinic attendamn their third trimester of pregnancy.
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Contextual studies are studies that incorporate ethnographic methatisch present
varying degrees of qualitative descriptions of homsocial phenomena based on
fieldwork, to gather data that is relevant to topi¢ of research (Wikipedia, 2008).The
researcher aggregates data from the participatkeioriginal context. The goal of using
contextual studies is to understand how and whye#ioimy is done or not done
(Wikipedia, 2008). This study was contextual asdk place in real environments, which
was the antenatal clinic, and did not include redesr designed treatments. The aim of
this study was to explore and describe the heakkisg practices of primigravidae who

started attending antenatal clinic at the level@Win their third trimester of pregnancy.

2.2 RESEARCH SETTING

The research setting is elaborated upon in degagissto ensure replicability of the study
and thus validity. The research setting is a slier& the research data was collected. The
research setting is described under the followirgdmngs: the SA health system, the
peri-urban area where the MOU is located, the MOtwene | conducted the study, the

antenatal clinic statistics for July 2006, thetfirisit and the follow-up visit.

2.2.1 The SA health system

The SA health system lays a foundation of healtre da SA. SA exhibits major
disparities and inequalities amongst its populatibms is the result of former apartheid
policies which ensured racial, gender and provingdisparities. The health system was
transformed and a white paper released to: prdseiite people of SA a set of policy
objectives and principles upon which the Unifiedibiaal Health System of SA is based.
The following goals were set: to unify fragmenteehlth services at all levels into a
comprehensive and integrated national health systepromote equity, accessibility and
utilization of health services; to extend the aafaility and ensure the appropriateness of
health services; to develop health promotion a@sj to develop the human resources
available to the health sector; to foster commupdpticipation across the health sector
and to improve health sector planning and the mang of health status and services.
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The SA health system consists of a large publitosemnd a smaller but ever expanding
private sector. Health care varies from the mostidyarimary health care, offered free by
the state to highly specialized hi-tech servicesilalble in the private sector for those
who can afford it. The public sector is under resed and over utilized. Although the
state contributes approximately 40% of all expanditon health, the public sector is
under pressure to deliver services to about 80#%eopopulation. Over the past few years
the health sector has undergone rapid change te makore equitable and accessible to
the indigent. The main aim of the transformatioogeiss was to change the health system
from a mainly curative, hospital centered systenome underpinned by the primary
health care philosophy, the principles of which egeity, accessibility, availability and
affordability. It prescribes a comprehensive camtim of promotive, preventive,
curative, rehabilitative and palliative care, wigthod communication and referral channel
between the different levels and components (SHing; Mcintyre and Jacobs, 2005)
and (DOH, 1997).

In the following section, the peri-urban area whbeeMOU was conducted is discussed.

222 Description of the peri-urban area where the MOU idocated

The site for this research was an antenatal cflagartment in a level one MOU based in

one of the peri-urban areas in the Gauteng proyiacath Africa (SA).

The peri-urban area where the MOU is located is ohdhe oldest townships in
Johannesburg (Gauteng provincial government (GP@)04). The following
demographic data was obtained from the backgrounfidrmnation for the pro-poor
tourism pilot (PPT) project in SA (2004). The pagtidn is estimated at an official count
of 35 000 people with an unofficial estimate of D people. The 70 000 people is said
to be an unofficial count because not all the wemsisl were counted. The area is
overcrowded with a population density of aroundO@® people per square kilometer,
which is 100 times the average population densityGauteng. The population is

estimated to consist of 87% blacks, 11% whites, Extdcoloured. The black population
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was further sub divided into 30% Zulus, 26% Peti28o Tswanas, and 10% Xhosas. The
population is mostly young, with 70% aged belowy&ars, and the average age is 23
years. Approximately 50% of the population agedveen 5-24 years was did not have
any schooling. Unemployment was also a worryingassvith an estimated official index

of 32%, and 60% as the unofficial index. Populateercrowding caused problems such
as increased crime, poor sanitation and heavynstai engineering services, social

services and hospitals. There is a high incideficgime and HIV in the community.

There are six primary health care service centetise peri-urban area where the MOU is
based. Five of them are local government cliniosrkmg 8 hours a day, 5 days a week),
and only one is a community health center with @adUM(working 24 hours a day, 7 days
a week). All the deliveries are to be conductethatMOU, while only emergencies are
delivered at the other clinics.

2.2.3 Description of the MOU where the study was oducted

The community health center where the MOU is baseda non governmental
organization, that is funded by the provincial goweent, donors and charitable
organizations (Wits; 2004). In 2004, the clinic wdsyears old and had 180 employees
(GPG, 2004).The health center serves a populatiantas increased over the past four
years from 250 000 to approximately 500 000 pe{piies, 2004). The services provided
include antenatal care, delivery, postnatal cacefamily planning. The antenatal clinic
staffing is described next as it impacts on thelityuaf service provision at the level 1
MOU'’s antenatal clinic.

During the data collection period, the antenataichas staffed as follows:
* One visiting medical doctor (a medical officer) wraitended clinics on

Thursdays. If the doctor was required on other wdeks, the doctor from

casualty (there was always a medical doctor on mutgsualty) was called in;
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* One advanced diploma midwife, who did first antahatisits and prescribed
treatment for minor ailments, worked at the ant@nalinic on Mondays,
Tuesdays, Wednesdays and Fridays;

* Three midwives. Two midwives who took blood for gping, Rh, and syphilis
testing and did the follow-up antenatal visits. Th#her midwife who had
completed a PMTCT course, did rapid HIV testing @sdisted the other two
midwives with the follow-up visits;

* One enrolled nurse who did rapid haemoglobin tgstinthe antenatal clinic with
a haemoglobinometer;

* One enrolled nursing assistant who did urinalysid aeighed pregnant women
during antenatal visits;

* Four HIV counselors who did pre- and post test seling.

The record keeping was done by all the staff memb&he MOU’s antenatal clinic

statistics, for the month of July 2006, are disedssext.

224 The antenatal clinic statistics for July 2006

The antenatal clinic statistics are provided toegé picture of the workload that the
health care providers at the antenatal clinic aced with. The following statistics were
retrieved from the health center’s monthly statstiecord book. There was a total of 911
antenatal clinic visits over the month of July 200®e term ‘visits’ is used here to
describe both the number of pregnant women who dameir first antenatal visit and
those who came for follow-up visits, irrespectivé tbeir parity, unless otherwise
mentioned. Refer to table 2.1 for the parity of veonwho attended the antenatal clinic
during the month of July 2006.
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Table 2.1 Parity of women who attended the antenatal clinidrdy the month of July

2006.
Gravid and parity | Number of visits | Percentages
Primigravidae 385 42%
Multigravidae 526 58%
TOTAL 911 100%

Table 2.1 indicates a small difference of parityoagst the women who were attending
antenatal clinic at the MOU throughout the monthJafy 2006. 58% (n=526) of the

women were multiparous, whilst 42% (n=385) werenggravidae.

Tables 2.2, 2.3, 2.4 and 2.5 illustrate only thst fvisits by pregnant women. Follow-up

visits are not tabled as this study focuses orithiag of thefirst antenatal clinic visits.

Eleven of the visits were by young women under dlge of 18 years. These young
women attended antenatal clinic for the first timeheir pregnancy. Refer to table 2.2
for the gestational age at which women under tieecdd 8 years initiated antenatal clinic

attendance.

Table 2.2Gestational age of women below 18 years at firsraatal clinic visit.

Gestational age| Number of visits | Percentages
< 20 weeks 01 9%

> 20 weeks 10 91%
TOTAL 11 100%

Table 2.2 represents women below the age of 18syeho do fall pregnant. These
women are still teenagers which illustrate thanéee pregnancy is still happening,
despite the free availability of contraceptivegavernment institutions. Only 9% (n=1)
of the teenagers initiated antenatal clinic attewcdaat a gestational age below 20 weeks,

which is a very low percentage.
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Amongst all 911 visits, 387 were by women oldernthd8 years of age (both
primigravidae and multiparous). Refer to table foB the gestational age at which

women above the age of 18 years initiated antenht#t attendance.

Table 2.3Gestational age of women above 18 years at fitsihamal clinic visit.

Gestational age| Number of visits | Percentages
< 20 weeks 05 1%

> 20 weeks 382 99%
TOTAL 387 100%

Table 2.3 reflects that only one percent of thst fiisits by women above the age of 18
years initiated antenatal clinic attendance at stagi@nal age below 20 weeks. This
percentage shows that most pregnant women initidtteid antenatal clinic attendance

late in the second trimester of their pregnancys Téte is very low.

The parity of those visits above the age of 18 gearho started antenatal clinic

attendance prior to 20 weeks gestation, is showabie 2.4.

Table 2.4The number of first antenatal clinic visits belo@ ®eeks gestation by women

over 18 years of age.

Gravid and parity | Number of visits | Percentages
Primigravidae 01 20%
Multiparous 04 80%
TOTAL 05 100%

Table 2.4 shows that 80% (n=4) of pregnhant womer wWitiated antenatal clinic
attendance at less than 20 weeks gestation wertigrauldae. The women were above
the age of 18 years. Only 20% (n=1) of first antahalinic visits below 20 weeks
gestation were by primigravidae. This percentagalasming because the primigravidae

do not have sufficient knowledge regarding preggariherefore, the primigravidae
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would be expected to be the one’s who initiate rzattd clinic attendance earlier than the

multiparous women.

The parity of visits above 18 years who initiatetdeaatal clinic attendance after 20

weeks gestation is shown in table 2.5.

Table 2.5The number of first antenatal clinic visits abo\2eeks gestation by women
above 18 years.

Gravid and parity | Number of visits | Percentages
Primigravidae 335 88%
Multiparous 47 12%
TOTAL 382 100%

Table 2.5 indicates that of all the pregnant wonvemo initiated antenatal clinic
attendance at more than 20 weeks gestation, 88&3%&)=of them were primigravidae.
Such a high percentage of primigravidae is a mafteoncern. The multiparous women,
who supposedly have more knowledge and experidmmgt @regnancy, are the ones who
initiate antenatal clinic attendance earlier.

Of the 911 visits, 513 visits were follow-up visésd their gestational ages were not
specified in the statistics. Of the 911 antendtalccvisits, only one woman was referred
to the hospital for antenatal care. One referrgleaps unrealistic for an MOU and may

possibly be explained as follows:

As one of the health care providers at the MOUla ward, | believe that pregnant
women with problems were not properly referred mgiihe antenatal period. Pregnant
women with obstetric complications came to the labward for delivery. The most

common obstetric complications observed were hgpsive disorders of pregnancy.
When the pregnant women’s antenatal clinic cardeweviewed, it was found that they
either had some degree of elevated blood presstotinuria, and/or oedema during the

antenatal period. This shows that those pregnamemowere not managed properly, as
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they should have been referred to the regionaliteddpr continuation of antenatal care

and management of the obstetric complicationsthet had.

As the research setting is a primary level of lieatire, only women with normal risk
pregnancies are seen at the MOU. Normal risk woarenthose with no risk factors
during their pregnancy (Bodkin, 2004). On theisfiantenatal clinic visit they were seen
by the doctor or an advanced midwife. Subsequesttichp visits were performed by the
registered midwives, unless the condition warrandedeferral to the doctor or an

advanced midwife. The first antenatal clinic visite explained in the next section.

2.25 The first visit

The first time that the pregnant woman presentb@tntenatal clinic for antenatal care,
is defined as the first visit. In contrast, if teman had commenced antenatal clinic
attendance somewhere else and are in possesdiogiroflinic cards, they are defined as

subsequent visits.

At the first visit, pregnant women are screenedafioy pregnancy risk. Pregnant women
who are classified as an intermediate risk or higk pregnancy are referred to the
regional hospital for antenatal clinic attendancd delivery. The pregnancy risk may be
identified during history taking, after analysistbé special investigatory’ results, or after
a full physical examination at the first or follawp visit. The risk factors are listed as

pre-existing or arising during antenatal care,omds 2.1 and 2.2 (DOH, 2002).
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Box 2.1List of pre-existing risk factors in antenatal care

LIST OF PRE-EXISTING RISK FACTORS

High risk

Primigravida aged 35 years and above

Previous infertility treatment and myomectomy

Previous cervical or vaginal surgery

Previous operations to the uterus (hysterotomysar@an section)

Previous perinatal death

Last baby preterm at 7 months or less

Previous pre-eclampsia

Three or more previous miscarriages

Diabetes mellitus, epilepsy, heart disease, activberculosis, chroni
hypertension or renal disease, autoimmune diseaseent symptomati
asthma, thyroid disease or thyroidectomy, or hystdrvenous thrombosis
Psychiatric disease, including previous post paepression or psychosis

Serious disease or deformity of the spine

Intermediate risk

Previous postpartum haemorrhage requiring bloatstusion

Parity of 5 and above

40




Box 2.2List of risk factors that arise during antenataiec
LIST OF RISK FACTORS THAT ARISE DURING ANTENATAL CA RE

Requiring non-urgent referral to hospital

* Anaemia

« Uterus large for dates (SFH abovd'@@ntile)

« Uterus small for dates (SFH below thé"@ntile)

* SFH decreasing

* No maternal weight gain in woman less than 60 kdots (kg)
* Known multiple pregnancy

* Breech or transverse lie from 36 weeks

* Rh negative blood group with antibodies

* Extensive vulval warts that may obstruct vagindiveey
* Pregnancy beyond 41 weeks

* Abnormal glucose screening (random blood sugar)

* Mild hypertension

Requiring urgent transfer to hospital, by ambulanceif necessary
* Reduced fetal movements from 28 weeks
» Eclampsia or imminent eclampsia
* Pre-eclampsia
* Antepartum haemorrhage

» Severe illness, e.g. with pyrexia, shortness odtbrer abdominal pain

The women who are to be seen at the MOU are giveanatal clinic cards. The
following information is recorded on those cardse wwoman’s history, results of the
special investigations performed, ambulance telephoumbers and a full physical
examination. The antenatal clinic card is taken é&dwg the women and they bring it
along to the clinic for follow-up visits, when siekd when they come for delivery. The
information that is recorded on the antenatal cloard is explained in detail in the next

section.
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» History taking.

A history assessment provides the care giver, thathe registered midwife with
background information about her client. As theoinfation obtained is confidential, a
private venue is utilized with each pregnant womHistory taking consists of the
following aspects:

o Thedemographic dataobtained is the name and surname, physical addiates
of birth, and telephone number of the patient orrbktive.

0 An accuratemenstrual history is taken to determine the expected date of
delivery (Fraser, Cooper and Nolte, 2006). Patientenarche, last normal
menstrual period and menstrual cycle days aremddeand recorded.

0 The past childbearing experiences play an imporfaart in predicting the
possible outcomes of the current pregnancy (Frades), 2006). Thebstetric
history is taken according to the following guidelinesmher of pregnancies,
year and duration of each pregnancy, type of deljvbaby’'s sex and birth
weight, whether baby was alive or not and any a#&nintrapartum or
postpartum complications such as haemorrhage. n&ton is obtained and
recorded about previous contraception and futurelygplanning method.

0 A social history is important to assess the response of the wlaohel\f to the
pregnancy. The social history includes who the wontiges with and the
woman’s employment status.

o During pregnancy, both the mother and fetus mayatfected by a medical
condition, or the medical condition may be altebgdhe pregnancy; if untreated
there may be serious consequences for the womaalkthh(Fraser et al, 2006).
Under medical history the data obtained includes presence of hypertensio
cardiac and renal disease, diabetes, epilepsynasthd tuberculosis contact. The
history and/or presence of any of the above ardagqud to the client. Any
medications that the pregnant woman may be takieg racorded,surgical

history is obtained and allergies are noted.
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o Smoking and alcohol consumption falls undeneral history. In case of alcohol
consumption, the estimated quantity consumed weiskbptained and recorded.
If the woman is smoking, she is asked how manyreites she smokes daily.
Good habits are reinforced and advice is given wkenired (Fraser et al, 2006),
for instance if too much alcohol is consumed.

o A family history of multiple pregnancies, diabetes; and congealtalormalities
is recorded and specified whether from the matesnalaternal family. A family
history is important because certain conditionsgaeetic in origin, while others

are related to ethnicity (Fraser, et al, 2006).

After history taking, blood is taken from pregnambmen for special investigations

which are discussed in the next section.

» Special investigations and prophylaxis

Blood specimens are taken from pregnant women fmcial investigations. The
investigations are done so that intervention caginbm case of any abnormal findings.

Blood is taken for the following tests:

o0 Haemoglobin. This is done in the clinic on a pdeditaemoglobinometer
and the results recorded immediately on the araénbic card.

o Blood for grouping and Rhesus factor is taken ® [dboratory and the
results come on the same day and are recordeceaatt.

o Blood for rapid plasma reagin (RPR) is also takerthe laboratory and
the results come back on the same day. Women waigitiye RPR are
started on treatment as per clinic protocol.

o Counselors counsel all women in a group and théiviotually for Human
Immuno-deficiency Virus (HIV) tests. Women who agte be tested for
HIV sign a consent form before being tested. AdapiV test is done in
the antenatal clinic. If the rapid test results positive, more blood is

drawn for a CD4 count. The CD4 count is done at lbhalth center’s
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laboratory and the results are received after aeekwThe HIV test results
are given to the women by the counselors.

o0 All women receive anti-tetanus toxoid (ATT) on thérst visit. This is
repeated twice at four weekly intervals. In tothky receive three ATT

shots.

» Afull physical examination

During a full physical examination, the pregnantmem is thoroughly examined from
head to toe. This is performed by the medical dootoan advanced midwife and it
entails the following: The height of the woman, paodass, blood pressure, urine test (for
blood, proteins, glucose, nitrites, leucocytes &etbnes); edema, general wellbeing,
examination of the thyroid gland, breasts, hearhgé and abdomen and a vaginal
examination. The person who performs the full ptgisiexamination determines the
pregnancy risk, records all the information obtdirend signs the clinic card. The
examiner is responsible for providing health edocato the pregnant woman about
issues such as health personal hygiene, breastarateadvising her to report any

problems to the clinic staff.

In the case of a breech presentation, small oeléoggestational age pregnancy, unstable
lie, or a suspected multiple pregnancy; the womenbooked for an ultrasound. The
ultrasound is performed in the MOU’s labour ward Hye medical doctor on
Wednesdays. If an urgent need for an ultrasoursksrisuch as no fetal heart heard on
auscultation, the doctor from the health centedsualty performs it. After the first

antenatal visit, women have to return for contirarabf antenatal care.
2.2.6 Follow-up visit
After each visit, including the first visit, womeare given return dates for follow-up

visits. The interval for follow-up visits is as fols: monthly when below 28 weeks

gestation, then every two weeks up to 36 weeksatiest and weekly from 36 weeks
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gestation to delivery. These intervals betweenraite visits’ are in accordance with the
recommendations made by the DOH, 2002 and Old-ddmand Ladewig, (2000).

The follow-up visits are performed by the registemmidwives. At each visit the

following aspects are performed and recorded:

* Weight measurement and urinalysis;

* Taking of blood pressure;

» Asking about fetal movements;

* Abdominal palpation for determination of SFH; ligresenting part and
engagement;

» Auscultate for fetal heart beat;

» General examination for pallor; oedema and ailments

Women with ailments are referred to the doctorroadvanced midwife who are always
in the antenatal clinic. Pregnant women who devalop pregnancy risk during antenatal
care are referred to the regional hospital for ionmg antenatal care and for delivery.

Pregnancy risks that may develop during antenatal are listed in box 2.2.

Health education is part of antenatal care. Headfilncation is given to pregnant women
at every visit either as a group or individuallyridg the check-ups. Health education
includes issues about pregnancy and labour, rartripersonal hygiene and exercise
(both antenatal and postnatal).

2.3 RESEARCH METHOD

231 Population

The target population is the entire set of indialduor elements) who meet the sampling
criteria (Burns and Grove, 2001). Sampling critdisés the characteristics essential for

membership to the target group (Burns and Grov&lR0This study’s population
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included all primigravidae who commenced attendargenatal clinic in their third

trimester of pregnancy. A sample was selected tre@rpopulation.

2.3.2 Sample selection

A sample is the subset of population elements {Ralil Beck, 2004). Sampling involves
selecting a group of people with which to conducttiady (Burns and Grove, 2001).
Sampling for this research was done while the womvere attending antenatal clinic.
The kind of sampling and data collection strategegployed by qualitative researchers
often allow very detailed and deep descriptionaspnal accounts (Newell and Burnard,
2006). A purposive sampling method which is alserred to as judgmental sampling
was utilized (Burns and Grove, 2001). It is a comse selection of certain subjects to be
included in a study by a researcher. It is a nabability sampling method whereby not
every element of the population has an equal oppiyt to be included in the study
(Burns and Grove, 2001). Purposive sampling is dasethe belief that the researcher’s
knowledge about the population can be used to paldsample members (Polit and
Beck, 2004). A purposive sampling method was hélpecause as data collection
continued, insight from initial data helped thee@sher to decide to seek subjects with a
particular characteristic, such as a different agel race, to increase theoretical
understanding of the phenomenon being studied @Guand Grove, 2001). After
conducting seven interviews, | (the researcherjcedtthat all the participants were
under the age of 24 years. | announced to the patgrarticipants that | would like the

next participants to either be above the age ofeéz4s and/or married.

Inclusion and exclusion criteria were applied. RPgravidae were used in this study as
they are considered to be high risk as comparell mitltigravida as it is their first
pregnancy and labour (Sellers, 1997), and they laskvledge and experience from
previous pregnancies and labours. The inclusideraiare listed below.

46



23.2.1 Inclusion criteria

Inclusion criteria are characteristics that muspiesent for the element to be included in
the sample (Burns and Grove 2001). The participamtthis study had to have the
following characteristics:

» Primigravidae aged 18 years and above as theyfdega age to sign informed
consent;

» Initiated antenatal care at a level one MOU inrtti@rd trimester of pregnancy;

* Able to speak English;

» Voluntarily agreed to participate in the study aghed informed consent.

The sample selection method was as follows:

» All pregnant women who had come for antenatal eaee gathered in a hall, in
the antenatal clinic, where they were given headliacation in the mornings.

* | (the researcher) introduced myself to the po&nparticipants as a health
educator (my normal role at the antenatal clini)l as the researcher for this
study.

* lintroduced my research topic, explained the sargphethod and the inclusion
criteria and asked them to think about particigatin the mean time, | continued
with the health education sessions.

* The health education sessions were about antepartotrapartum, and
postpartum health issues. The health educationgivas in form of a lecture and
discussion. These discussions allowed prolongedgemgent and helped me to
develop a trusting relationship with the potengiatticipants. The population was
sampled after the health education session.

» To identify the population, | requested the pregveomen who met the inclusion
criteria to raise their hands. After that, | revezivthe patient’s antenatal clinical
cards. A review of all pregnant women’s antenatalicc cards assisted me to

identify all the pregnant women who met the inauascriteria.
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» | asked pregnant women who met the inclusion caiteer participate, taking into

consideration their age, employment status and i@thn This ensured a

maximum-variety sample as | needed views form adasample.

» The data collection process was explained to thenpial participants. | told them
that | was going to interview them individually atithat the interviews will be
tape-recorded. | also explained that they needesigtoa consent form for being
interviews and for the interviews to be tape-reedrdut of their own free will.

* The potential participants were given informati@ttdrs (see annexure A) and

they voluntarily signed consent forms for the imtew (see annexure B).and for

tape-recording the interview (see annexure C).

A maximum variety sample was selected whereby dngpée varied by age, employment
status and ethnicity. | had a total of ten partaifs including the pilot study. Sampling

continued until data were saturated. Table 2.6 sanzes the variety of the research

sample in no particular sequence.

Table 2.6Description of the research sample.

Age in | Race Marital Employment Gestational age at

Years status Status first antenatal visit

18 Tsonga Single Student 30 weeks

19 Pedi Single Student 28 weeks

19 South Sotho Single Unemployed 28 weeks

20 Pedi Married Unemployed 30 weeks

20 Tswana Single Employed 27 weeks

21 Pedi Single Student 30 weeks

24 Pedi Single Employed 32 weeks

26 Xhosa Married Employed 30 weeks

26 Tonga- Single Employed 32 weeks
Zimbabwean

31 South Sotho Single Unemployed 28 weeks
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Table 2.6 shows that all the participants thaténviewed were of legal age in SA, which
18 years and above. This was so as it enabledv® \gluntary informed consent to
participate in the study. The participants’ agegehfrom 18 years to 31 years. Nine of
the participants were South African and only was Bouth African. Eight participants
were single and the other two were married, whef@asof them were employed, three
were unemployed and the other three were studektsthe participants that |
interviewed had initiated antenatal clinic attentamt the level 1 MOU after the 27
week of pregnancy, which is in their third trimesteThe reason why the sample is
described is to show that | had a maximum variggyn@e. Sampling continued
throughout the period of May and June 2006; thathes period in which data was
collected.

2.3.3 Data collection

Data collection is the process of gathering datenfthe selected participants. It is a
precise, systematic gathering of information retevta the research purpose (Burns and

Grove, 2001). Data were collected from the subjbgtaudio taping the interviews.

2.3.3.1 The instrument

The following one open-ended question was askedalktothe participants: What
experiences influenced you to come for your firgeaatal visit when you didAn audio
tape recorder was used to record all the interviédwy misunderstandings regarding the

guestion were clarified during the interviews.

I, the researcher, was the instrument and my roldata collection is described with
reference to literature by Kaplan and Sadock (198&fore and during the sampling
process, | had prolonged engagement with the patgpdrticipants. | was a registered
midwife who was employed at the MOU where this gtuds conducted. | gave health

education to pregnant women every morning in theraatal clinic. The participants were
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aware from the beginning that | was a health caogiger, as well as a researcher. The

data collection procedure is described in detait.ne

2.3.3.2  The procedure

Data were collected between May and June 2006nduwcied all the interviews. The
participants were first greeted in a friendly manteeestablish trust and to make them
comfortable. Each interview lasted between 20 tonmddutes and was conducted
privately in one of the consulting rooms in theeawatal clinic. This ensured privacy and
a comfortable environment for the participantsv&gy was ensured as most participants
speak freely in private. Ensuring privacy, quietesd lack of interruptions assured the
participants that what was to be said in the inésv8 was important and worthy of

consideration.

Unstructured, individual in-depth interviews wemnducted as they are the most direct
method of obtaining information from subjects ifage to face encounter (Polit and
Beck, 2001). All the interviews were tape recorded@ommenced the interviews by
introducing myself to the participants and statmg professional status. | told the
participants that | was a midwife at the MOU and aso a master on nursing student at
the University of the Witwatersrand. | told themvés conducting the research as part of
my study requirements. | asked the research quesatid gave the participants time to
respond. The research question was open endedvas iheant to allow the participant’s
story to unfold at will. Further questions were geted from the participants’ responses
in order to get a clearer picture of their respaimsebing). The participants’ names were
not mentioned during the interviews to ensure anotyy During the interviews, | did
not lead the participants in their way of respogdih remained calm to make the
participant comfortable; listened attentively witte participant responded and did not
use medical jargon that the participants could uraterstand (Morse and Field, 1996).
Field notes were taken during each interview. Fietdes included participants’ non-

verbal cues and on the researchers’ feelings dheubterview.
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During the interviews, | demonstrated the SOLER hwoétof attentive body listening
(Kaplan and Sadock 1998). | sat squarely facingpiduicipant, demonstrated an open
posture, leaned slightly forward without crowdiing tparticipant, maintained eye contact
that was not intimidating to the participant andswalso relaxed. The following

techniques were also used during the interviews:

» In reflection, | repeated what the participant saich supportive manner,
which showed that | was listening, and ensured lthiaderstood what the
participant said.

» Facilitation helped continue the interview as |\pded verbal and non-
verbal cues to encourage the participant to kdemtga

» Clarification was used in an attempt to get detsilout what the
participant had said.

* | summarized the responses when necessary to ghsatiléheard what the
participant conveyed.

» Positive reinforcement made the participant corafad to open up and
give honest replies. It made the participant féelt i was not upset by
what she stated (like the negative comments ahases).

» The patrticipants were given a chance to ask questighich they did.

* | thanked the participants for the interviews amguged them that the

information was helpful.

2.4 PILOT STUDY

The research question was tested on two women wétahma inclusion criteria for this
research. Pilot study interviews were conductedha same way that the subsequent
research interviews were conducted. No problemsewencountered with the

interpretation of the question and it was inclugethe main study.
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2.5

DATA ANALYSIS

The data analysis strategy details the specificgatores for addressing each of the

research questions and the nature and form ofxpected results (National institute of

health, 2007). Data were analyzed following Tesaitéps of data analysis (in Cresswell,
1994) whereby I:

Transcribed the recorded interviews verbatim anchbered each interview
and each page of the interview. For example: padehterview number 1
was numbered as (1.1)

Read through the transcribed interviews to getnaesef the whole;

Read through all the transcribed interviews andcedditld notes;

Selected the most interesting interview and undedithe main emerging
topics.

Added comments in the margins;

Repeated the process for the remainder of thevietes;

Wrote a list of all emerging topics;

Grouped similar emerging topics into categories;

Those categories formed the basis of the developofethe main emerging
themes;

Gave each emerging theme a descriptive title;

The sub-categories were evolved into sub-themes;

Added supporting participant’s comments for eagmté and sub-theme;
Substantiated each theme with supporting literature

Gave all the transcribed interviews to a co-codetd independent analysis of
data and to check that they concurred with emertfiames. The co-coder did
not make any alterations or additions to the thertte# were already
identified by the researcher. The co-coder wasndividual who obtained a

master of nursing degree from the University of W#watersrand The co-
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coder was suitable as she is in the nursing profesend understands the
content of this research.

» Attempted to restrict categories to approximately 5

After the process of data analysis, the data wsesaed for trustworthiness.

2.6 TRUSTWORTHINESS

The four criteria for establishing the trustwortéss of qualitative data by Lincoln and
Guba (in Polit and Beck, 2001) were applied namaeadsedibility, dependability,

confirmability and transferability.

26.1 Credibility

Credibility refers to the power, quality, or capgcto elicit belief (Masys, 2006).
Credibility was used to evaluate qualitative dataldqy with reference to confidence and
truth of the data. For the research data to baldesdhe investigation was carried out in
a way that people reading the report can inteiipiatthe same way and believe it (Polit
and Beck, 2001). Credibility involves prolonged aggment and triangulation (Polit and
Beck, 2004).

2.6.1.1 Prolonged engagement

The following measures were taken by the researthegnsure data credibility by
prolonged engagement:

* | invested sufficient time in data collection toildutrust and rapport with
participants, thus the researcher had an in-depdlerstanding of the culture,
language, or views of the study subjects (Polit Bedk, 2001). | was one of
the health care providers in the antenatal clwiocp gave health education to

pregnant women every day. My interaction with peegnwomen and
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prolonged engagement, gave the participants an roppty to trust the
researcher, thus making them more likely to desctheir health seeking

practices truthfully.

» Depth of the study was obtained by focusing onatgects of the situation
relevant to the phenomena being studied. To furivevide depth, the
research design and research method and the emgéngimes and sub themes

were described in detail.
2.6.1.2  Triangulation
Triangulation is the use of two or more data sasiinea study (Burns and Grove, 2001).
The two methods of triangulation applied to thisdgtwere data triangulation and person
triangulation.
2.6.1.2.1 Data triangulation
Data triangulation means collecting data on the esgtmenomenon or about the same
people at different points in time (Polit and Be2k04). To ensure data triangulation in
this research, data was collected over a peridtd@successive months.
2.6.1.2.2  Person triangulation
Person triangulation means collecting data fronfetght levels of persons: groups,
individuals and collectives, with the aim of valiiehg data through multiple perspectives
on the phenomenon (Polit and Beck, 2004). Thefiollg measures were taken to ensure

person triangulation:

* Multiple referents were used to draw conclusiorgarding what constitutes

the truth. The researcher strived to distinguistwbeen true information by
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2.6.2

eliminating errors by convergence of the truth.sTlas done by interviewing

diverse participantsrfaximum variety sample

Triangulation was implemented within the qualitetdescription of the health
seeking practices of primigravidae. Themes andtbalmes were identified.
To support the truthfulness of those themes and thelmes, a literature
control was done. The researcher searched for mfisting evidence by
prolonged engagement with a maximum variety samyh® could offer

conflicting viewpoints.

After data analysis, in February 2007, | returnedhte antenatal clinic as a
health educator. | asked approximately 70 pregmamhen at the antenatal
clinic, if there were any primigravidae amongstnthéviore than half of the

pregnant women were primigravidae. | checked taefenatal clinic cards to
confirm that they were primigravidae and had noerbéncluded in my

research study. During a discussion with the worhenentioned the study’s
themes to them (both primigravidae and multigra@)ddhe pregnant women
were asked, as a group, if they concurred withideetified themes and sub

themes.

Extensive field notes which were written by theesasher also added to the

credibility of the study.

Dependability

Dependability of qualitative data is like reliabjiin quantitative data. It refers to

confidence in the stability of data over time (Palnd Beck, 2001). Dependability was

ensured by the following aspects:
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» During the health education sessions in the ardéchhic, the pregnant women
were all aware that their health educator was alsesearcher and that they were

potential participants.

* This research provides a full description of theolghresearch process and the

choices made were justified.

2.6.3 Confirmability

Confirmability refers to the objectivity or neutitsl of data, whereby two or more
different people reading the data would agree alisuteaning (Polit and Beck, 2001).

To ensure data confirmability, the following stigits were implemented:

* The research design and method were describedtail tie reduce bias in the

research design and method.

» | systematically collected data that allowed anepehdent auditor to reach a
conclusion about the data (that is an audit trBifta were collected in the same
way, of tape-recording the individual in-depth miews throughout the whole
data collection process. An adequate audit traisisted of interview transcripts

(see annexure F and G).

* The research findings were confirmed by doing erdiiure control on all the

identified themes and sub themes, which were asartbed in detail.
2.6.4 Transferability
Transferability refers to the extent to which thedings from the data can be transferred
to other groups or settings. This was achieved ibly, thorough description of the

research setting and the transaction and processesved during the enquiry (Polit and

Beck, 2001) and data analysis. The researcherfzonsgbility is to provide sufficient
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descriptive data in the research report so thaswoers can evaluate the applicability of
the data to other contexts (Polit and Beck, 2084#ategies to ensure transferability are

as follows:

* This study’'s feasibility was determined by the @mmhtion of primigravidae
continuing to initiate antenatal clinic attendanice their third trimester of

pregnancy.

* A dense description of the research population wasvided under the

subheading ‘research setting’ for the purposeasfaferability.

* The research findings can be transferred to anligséctor MOU in the Gauteng
province of SA with the same population as the demgpgechnique applied was
maximum variety sampling, so as to obtain a hetmegus sample. The reader
can compare the study to other populations and lssngs the research design

and method are described in detail.

2.7 ETHICAL CONSIDERATIONS

The ethics of science concerns what is wrong arat vghright in the conduct of research
(Mouton, 2005). Research misconduct is defined alridation, falsification or
plagiarism in proposing, performing or reviewingsearch, or in reporting research
results (Cathedral of Learning, 2007). Neuman (1994ihn 2003), is of the opinion
that ethics begins and ends with the researchetraidhe researcher’s personal moral
code is the strongest defense against unethicalvimlr. | took the following measures

to protect the rights of human participants andstiaedards of any scientific enquiry:

* Presented the research proposal to the Univerditythe Witwatersrand’'s

Department of Nursing Education for peer review thafeasibility of the study.
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The research proposal was presented to the PogstgeadCommittee of the
University of the Witwatersrand, Faculty of HeaBciences for their approval
and permission to conduct the study (see annejure J

Ethical clearance was obtained from the Human rekeathics committee

(medical) of the University of the Witwatersran&éSannexure ).

Permission to conduct the study at the health centOU was obtained from

their Nursing Service Manager (see annexure H).

The ethical principle of respect for person whiceams that the individuals had

the right to decide whether or not to participatehe study was ensured through

the following (Brink, van der Walt and Gisela, 2006

o Information letters (see annexure A) were givenatml explained to each
participant.

o Voluntary informed and written consent was obtaifiesn the participants
(see annexure B). The principle of voluntary pgvtion requires that people
are not coerced into participating in the reseév¢tiiam, 2006).

o Written consent was obtained for the interview ® tape-recorded (see
annexure C).

o Informed the participants about their rights tohaiaw from the study at any
time they may wish to and that they would not beglieed for that.

The ethical principle of justice which includes tparticipants’ rights to fair

treatment, anonymity, privacy and confidentialitpssensured as follows (Brink,

van der Walt and Gisela, 2006):

0 The participants were treated equally irrespeativéheir age, marital status,
nationality, employment status or any other factor.

0 The patrticipants’ names nor address were neveriomeat or written in any
of the interview material to ensure anonymity.

o The interviews were conducted in a private consgltroom without
interruptions to ensure privacy.

0 The recorded interviews were only accessible ta¢learcher and the person

helping to transcribe; thus ensuring confidentatit the study.
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2.8

Taped interviews will be destroyed two years gfiglication of the research
report or six years later if the research reponioispublished.

All participants were treated equally and no ons digcriminated against for
any reason.

The ethical principle of beneficence which is potitn from any form of
harm, be it physical, social, economical, or sp&if was ensured through the
following measures (Brink, van der Walt and Gis€l@06):

The participants were informed that there will ke fimancial benefits from
the study.

No harm was done to the participants, either plajlsior emotionally. | never

blamed nor judged the participants for their resgsror anything else.

Results of the study would be available to paréinilg on request.

CONCLUSION

In chapter two, the research design and researtfoohevas described in detail namely;

the

research design, setting, population, samplidgta collection, pre-testing,

trustworthiness, data analysis procedure and étbaresiderations. The next chapter will

focus on the research results and literature cbntro
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CHAPTER THREE

RESEARCH RESULTS AND LITERATURE CONTROL

3.0 INTRODUCTION

A detailed description of the research design askarch method was provided in
chapter two. The following section only summaritlee research design and research
method Individual in-depth interviews were used ¢aplore and describe the
primigravidae’ health seeking practices. Interviewgere conducted whilst the
participants were attending antenatal clinic. Theysation comprised of primigravidae
who started attending antenatal clinic at the leveilOU in their third trimester of
pregnancy. Maximum variety purposive sampling waigliad. Data were saturated after

conducting the tenth interview.

The results and discussions of the first reseatgkctve, which is ‘to explore and
describe the health seeking practices of primiglaeiwho started attending antenatal
clinic at the level 1 MOU in their third trimestef pregnancy’, are presented in chapter

three.

Qualitative, descriptive, exploratory and contektesearch designs were used to obtain
the views of primigravidae on their health seekprgctices at a level one midwives’
obstetric unit in the Gauteng province.

The participants were asked one open-ended resgaestion which was:

‘What experiences influenced you to come for yourt antenatal clinic visit when
you did?
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Probes that were used were extracted from thecpaatits’ response to the research

guestion.

The interviews were tape recorded and data wensdridbed and analyzed using Tesch’s
eight steps of qualitative data analysis (Creswi&B4). A full description of the data

analysis steps is provided in chapter two, se@i8n The two themes that were identified
are ‘Needs’ and ‘Delayed booking’. The theme of deavas discussed under the
following sub themes: knowledge of healthy baby haedlthy pregnancy, explanation of
procedures, and use of technology. The theme @lyddlbooking was discussed under
the following sub themes: unplanned and hiddenrmaegies, lack of knowledge about
when and where to go for antenatal care, poor gyaarid quality of service provision,

and personal factors. Quotes from the originaldtepts were provided and literature
from other authors was used as evidence to supperthemes and sub themes. The
themes are numbered according to the number aviate they are from and the page of
the transcript. For example: 1:2 (interview numlmere, page number two of the

transcript). Where relevant, field notes are irextiin brackets. Field notes included the

participants’ non-verbal cues; and the researclieelings about the interview.

The research results are discussed in detail asethand sub themes. Two themes were
identified which are: Needs and Delayed bookinge Titemes and sub themes identified
in this chapter three were elaborated upon by meétiterature control. Refer to table

3.1 for a summary of the themes and sub themes.
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Table 3.1 Themes and sub themes identified on what influepeedigravidae to go for

their first antenatal clinic visit when they did.

Themes Sub Themes

3.1 Needs 3.1.1 Knowledge of healthy baby and hgaltegnancy
3.1.2 Explanation of procedures

3.1.3 Use of technology

3.2 Delayed booking 3.2.1 Unplanned and hiddennameges

3.2.2 Lack of knowledge about when and where tdaya
antenatal care

3.2.3 Poor quality of service provision

3.2.4 Personal factors

3.1 NEEDS

The first theme that emerged during data analysis imeeds’. Needs are defined as
psychological features that arouses an organisawttion toward a goal and the reason for
the action giving purpose and direction to behavifikipedia, 2008). The needs of
primigravidae were further subdivided into the daling sub themes: knowledge of
healthy baby and healthy pregnancy; explanatioprotedures; and use of technology.

Each sub theme is discussed in detail in the rextions.

3.1.1 Knowledge of healthy baby and healthy pregnay

Primigravidae wanted to know about the health airtrunborn baby and also the

progress of their pregnancy and expressed this inaditferent ways.

Hildingsson, Waldenstrom and Radestad (2002) regothat the first aspect of
midwifery care was checking the baby’'s health,dwkd by checking the mother’s
health. Teagle and Brindis, conducted a study i8818nd found that adolescents
reported concern over the health of their baby psiraary motivation to seek prenatal

care.
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In my research, primigravidae expressed their rieedtnowledge of healthy baby and

healthy pregnancy as follows:

‘She told me you have to go to the clinic to chebkther the baby is fine or whatever.’
1.1)

‘| think it is important to see whether the babyire or not, if | have problems.’ (2.2)

‘Because | was curious to know whether my babyiwasproper condition or not.” (3.1)

‘Actually 1 do need to do regular check ups to ¢hiéthe baby is okay.’ (6.4)

‘| think it is important to see whether the babyire or not, if | have problems.’ (2.2)

‘I wanted to check if my baby is right, if my cdrat is right, and if there are not any

complications.’ (8.1)

Literature revealed that a main thread running ughothe women’s experience of
antenatal care were their needs and wishes thatowed the health of the unborn baby,

but also the health and dignity of themselves aed family (Bondas 2002).

Other primigravidae voiced their need to know nolycabout the pregnancy, but also
about the labour. Literature revealed that durimgnptal care, each woman has the
opportunity to build relationships with other pregh women, learn self care skills, get
assurance about the progression of her pregnandygan knowledge about pregnancy,

birth and parenting (Rising, Kennedy, and KlimaQ20

One woman expressed her need for knowledge of hyedlby, pregnancy care and
labour as follows:
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‘I wanted to know if my baby is okay, if | am hkgltand also to learn about antenatal

care and labour.’ (4.1)

(The primigravidae’s voices were filled with passiahen they spoke about the concern
for their baby’s health).

3.1.1.1 Conclusion to knowledge of healthy baby laealthy pregnancy

The first response to the research question, int mésrviews, was the primigravidae’
need to know about their baby's health. Despite fiat that primigravidae initiate
antenatal clinic attendance in their third trimesté pregnancy, they are aware of the

importance of antenatal care as stated by themlgame

» Ensure normal pregnancy and good general healtbdbgation on good living
habits;

» Early detection, management, and referral of carafibns which can be
spiritual, physical, or psychological;

» Careful screening of pregnancy problems and rdfesiare necessary;

* Physical and psychological preparation for childhaad parenthood.

Thus, the conclusion drawn to the preceding headinthat: primigravidae come to
antenatal clinic to find out about theirs’ and thbaby's health and to learn about
pregnancy and labour. Despite their identified neekhowledge of a healthy baby and a
healthy pregnancy, primigravidae initiated anteheltaic attendance at the level 1 MOU

in their third trimester.

3.1.2 Explanation of procedures

The second need that emerged during data analgsisexplanation of procedures. It is

an ethical requirement that nurses explain proesdia the patients before carrying them
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out. Searle (2000) confirmed this by stating tfAdte midwife explains nursing treatment,

procedures and care to the patient to get thermatecooperate with her’.

During literature control, the following literatunas found to support my research
findings: Kyomuhendo (2003) found that poorly ursdeod reasons for procedures was
one of the reasons explained for the unwillingneésvomen to deliver in health
facilities. Grossmann-Kendall, Filippi, Konick ankanhonou; (2001) found that;
pregnant women complained about not being ablesto questions or obtain any
explanations, and described the anguish theyridaihe face of medical procedures they

did not understand.

The primigravidae expressed the way proceduresarexplained to them as follows:

‘And we have some information here in our file they didn’t explain to us what it is.

Even the injection they are injecting, we don’téaw idea what it is for.” (4.2)

They injected me hey! | don’t know. They were té#eng my blood. | don’t know for
what because they did not explain.’ (9.4)

Primigravidae stated that even though the procedare not being explained to them,
they cannot ask anything about them. This datasupported by Marcon’s (1997) study
findings which stated: ‘pregnant women in touchhwitealth professionals are able to
filter information and at the same time behave @s-participating clients, since they do
not question the care offered to them even if #re ¢s not good'.

The women expressed that they are not able towesdtiqns as follows:

| feel like | have to ask but why shouldn’t theglai why are we doing this.” (7.5)

One primigravida sadly expressed how she felt wherprocedures were not explained

as follows:
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It makes me feel sad.’ (9.4)

(When the primigravidae were talking about the pores not being explained to them,

they sounded helpless).

3.1.2.1 Conclusion to explanation of procedures

The conclusion drawn about explanation of proceduas that primigravidae realized
that the procedures were not being explained tmtivaen they just saw things being
done to them without any explanations. The procedfindings were not even
communicated to them. This was realized when th@igravidae had information on
their antenatal clinic cards, which they don’t knesaat it is, or what it means. Even

though the procedures were not explained, theydicsk about them

The third sub theme related to needs was use lofiddagy.

3.1.3 Use of technology

The technology that was identified as a need ia shidy is an ultrasound scan of the
pregnancy. At the MOU where | conducted my studyulirasound scan is not part of
routine antenatal care. Only pregnant women who paesenting with problems are

booked for an ultrasound. Examples of such problames unstable fetal lie, breech
presentation or multiple pregnancy. Pregnant womath preceding problems are

booked for an ultrasound for Wednesdays. Shouldegnant woman present with a
problem that needs urgent intervention, such agpantum bleeding, an urgent
ultrasound scan is performed at the MOU'’s labourdviyy any doctor who is available at
the health canter. Antepartum haemorrhage may hadacation of placenta abruption

(Sellers, 1997).
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Primigravidae who had an ultrasonic scan of thesgpancy before booking for antenatal
care at the MOU, enjoyed the experience of havimgl&rasound of their pregnancy as
they could see their fetuses. The pregnant womea atéending antenatal care at private
doctors. Attending antenatal care at other institigt is discussed in detail as a sub theme
(3.4.2).

In 2006, Van der Zulm and Byrne conducted a studg &und that: ‘Women’s
description of ultrasonic screen image of a balygssts it is a powerful influence on
subsequent clinical and ethical decision makingualtbe pregnancy’. In their study;
Tauz, Jahn, Molokomme and Gorgen (2000) reportedl phimigravidae liked seeing
their baby moving on the ultrasonic scan and aler tbaby’s gender. Most women

viewed ultrasound as being beneficial.

Primigravidae expressed their feelings about aasdnic scan as follows:

‘It's what we like. You can see the baby moving lamalv your baby’s sex’ (6.4)

‘At the doctor they take you to do an ultrasoundl dhey check that really you are

pregnant.’ (7.2)

(The primigravidae had smiles all over their fagdsen they were talking about the

ultrasonic scan).

Primigravidae recommended that ultrasonic scam@foregnancy should be done at the

midwives’ obstetrical unit.

Supporting literature by Ovist, Iverson and Ska@@02) showed that an overwhelming
majority perceived sonography as a significantlpamant experience (89.6%), felt more
secure about the pregnancy (80.4%), and wishedeqpected to have a sonography for

anomalities (84.3%).
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The primigravidae expressed their need for ansdtme scan as follows:

‘Here they do sonar once a week. | think they ndessonar here before you go into
labour...” (6.5)

3.1.3.1 Conclusion to use of technology

The conclusion drawn about the use of technology that pregnant women feel that
they must have an ultrasonic scan of their pregnalume at every clinic visit. The

ultrasonic scan assures the primigravidae aboutviiibeing of their unborn baby, as
they can see the baby moving on the screen. Theewaiso like to find out about their
unborn babies’ gender, which they stated helps témthe choice of the colour of the
baby’s clothes to buy in preparation for the delveThe primigravidae initiated

antenatal care at the MOU in their third trimesiEpregnancy, as they were attending
antenatal care at places where they get an uliaswman done as part of routine

management (this is discussed in detail in se@idrp).

3.1.4 Conclusion to needs

The following conclusions were drawn about the teesh needs: three different needs
were identified during data collection. Firstlyetprimigravidae expressed the need for
knowledge of healthy baby and healthy pregnance Wwbmen stated that they came to
the clinic to check if, and be sure that their umbloabies were fine. They elaborated on
the need for knowledge of a healthy baby by sayivag they needed to know if there

were any complications. The women also needed tawkif they were having any

problems and if they were healthy. In additionytkaid that they needed to learn about

pregnancy care and labour.
The women expressed that they needed the procetlures explained to them. The

women said that there were procedures being domnleeom that were not explained. They

also said that there was information written orirthatenatal clinic cards that they didn’t
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know what it meant. The women expressed that thkyshd when the procedures were
not explained to them. Despite the procedures aotgbexplained to them, the women
did not ask anything. The women said they did rstit lzecause they felt that the health

care providers should be explaining the procedures.

The other need that was identified was for the akdechnology, specifically an

ultrasound scan. The primigravidae knew about masdund scan from their friends and
some from the private doctors. The women who hadegious ultrasound scan of their
pregnancy said that they needed the scan to bepartenatal care at the MOU. Some
women did not want to attend antenatal care aM®& as an ultrasound scan was not
offered routinely. The women enjoyed the experiethey had of an ultrasound scan as

they could see their baby moving and know theirytsagender before delivery.

3.2 DELAYED BOOKING

My first research question was ‘why do primigra\adaitiate antenatal clinic attendance
late in their pregnancy?’ During the data collectithe primigravidae expressed that they
delayed attending antenatal clinic for various oeas These reasons are the sub themes
to the theme of delayed booking namely; unplanned l@dden pregnancies, lack of
knowledge about when and where to go for antemata, poor quality of health service
provision, and personal factors. The first sub theam be discussed is unplanned and

hidden pregnancies.

3.2.1 Unplanned and hidden pregnancies

During the interview, the primigravidae stated ttity delayed initiating antenatal clinic
attendance because they did not plan the pregnamother reason cited was that they
did not want people to find out about their pregnamhose who did not want people to
find out that they were pregnant stayed home addndi go for antenatal care. They
were scared that if the people in their communges them going to the antenatal clinic,

they would find out about the pregnancy.
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The following literature was found to support thé gsheme of unplanned pregnancy:
Erci (2003) and Youssef, Moubarak, Gaffar and A2@02) reported that unwanted and
unintended pregnancies were a barrier to prenaet services. One primigravida

indicated that she did not want the pregnancy, evthie other said she was hiding the
pregnancy (Erci, 2003). Most women booked lateh&ir second and third trimester and

explained this in terms of the pregnancy being urted (Abrahams and Jewkes, 1998)
and (Saliku, 2007). Magadi (2000) reported thatubke of antenatal care is started later

and is less frequent for unwanted and mistimednaeges.

The primigravidae expressed how their pregnancieszwnplanned and/or hidden as

follows:

‘Before | came to the clinic, | didn’t want to ketdpe child. When | was three months |

wanted to go and do an abortion.’ (5.1)

‘I didn’t want anybody to know that | am pregnaatiglidn’t come to the clinic.’ (9.2)

Both unintended and unwanted childbearing can haegative health, social and

psychological consequences. Health problems inclyr@ater chances for illness and
death for both mother and child. Such childbeatiag been linked with a variety of

social problems, including poverty, child abuse @angenile delinquency. In one study,

unwanted children were more likely to engage imaral behaviour, be on welfare and

receive psychiatric services. In another study @#swound that children who were

unintended by their mothers had lower self-esteleam tother intended peers 23 years
later (Russo and David, 2002).When the unwantegnanmacy resulted from rape, women
may not attend antenatal care. After the baby is,ihey may refuse to breastfeed and
may not seek postnatal care (World Health Orgaioza2007). Unwanted pregnancies
result in 59-60 million abortions yearly, 20 milicare unsafe, accounting for 13% of
maternal deaths world wide. The risk of unsafe &wos is 1 in 150 for Africa

(Intersecting health risks, 2007). Factors assediatith unwanted pregnancies are being
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unmarried, low-income and age older than 35 ye@idahoma state department of
health, 2007).

3.21.1 Conclusion to unplanned and hidden pregeanc

The conclusion drawn about the sub theme of unpld@md hidden pregnancies was that
primigravidae did not come to seek antenatal carealbse: they did not plan the
pregnancy and others did not want the people im toenmunities to know about their

pregnancy.

The sub theme of lack of knowledge about when ahdrevto go for antenatal care is
discussed next.

3.2.2 Lack of knowledge about when and where to go for danatal care

The women interviewed stated that they did not kribe right time to time to initiate
antenatal clinic attendance. The lack of knowledigeut when to initiate antenatal clinic

attendance is associated with lack of experiendewfg pregnant.

The following literature supports the sub themdaak of knowledge about when and
where to go for antenatal care. Other problems ioeed by women was ignorance
regarding the best time to book (Murira, Munjanfnanda, Nystrom and Lindmark,
1997). The study by Sibeko and Moodley (2006), aéaa that when women were asked
about when a pregnant woman should commence aat@aag, it was found that in two
of the groups, a large proportion did not know wherbook, namely the ‘33% early
bookers’ and '36.4% late bookers’. Amongst the camiw cited reasons for the delay in

initiating antenatal clinic was: ‘still early to bk’ Sibeko and Moodley (2006).

The primigravidae expressed their lack of knowledfeut when to initiate antenatal
clinic attendance as follows:
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‘l told myself | was gonna come at a later sta@é.1)

‘I'm not gonna lie but | just didn’t feel like cong to the clinic. | thought it was early.’
(9.2)

Some primigravidae indicated that they did not knelere to attend antenatal clinics.
Such pregnant women are amongst those who wenedatte antenatal care at other
institutions. Attending antenatal care at othetiingons is discussed in detail, as sub
theme 3.4.2.

The primigravidae expressed their lack of knowledfje/here to attend antenatal clinic

as follows:

‘| didn’t know that | must come here.’ (6.1)

‘I didn’t know | should go there.’ (9.1)

As a result of the primigravidae not knowing whetd avhere to go for antenatal care,
they went to institutions such as private docton$ laospitals. Some primigravidae
initially went to the private doctors to confirmeih pregnancies. After confirming the
pregnancy, they started attending antenatal careaé doctors. They were advised to go
to the MOU, where | conducted this research. Thasars why they attended at the MOU

was that private doctors they did not conduct éeies.

In 2006, Sibeko and Moodley found that the reasdtesd for the delay in initiating

antenatal clinic attendance varied from ‘still gad book’ to the fact that they had been
attending antenatal care privately. Most of the wonwent to private doctors for
pregnancy confirmation and continued to visit thesith problems during pregnancy

other than complications (Abrahams and Jewkes, )1998
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The primigravidae expressed that they were attgnaimenatal clinic at other institutions

as follows:

‘| started going through the doctors.’ (6.1)

‘| was actually going to the doctor.’ (7.1)

‘I was going to the doctor.’ (8.1)

“Well at the first time | went to the doctor natdwing, actually 1 wasn'’t sure if | was

pregnant or not.’ (10.1)

Some primigravidae did not want to attend anterdiaic at the level one MOU because

they did not trust the nursing care provided at\i@U.

Supporting literature stated that: ‘Spending tinearshing for an alternative place to
attend antenatal clinic because of fears of pooe aairetreat MOU, was cited as one of
the reasons for starting antenatal clinic attendanctheir second and third trimester
(Abrahams and Jewkes, 1998). My research studyledehat some primigravidae tried
unsuccessfully to attend antenatal clinic at ofihstitutions. In 2006, van Eijk, et al.

reported that major reasons given for attendingoaendistant antenatal care included
better perceived care (78).

The primigravidae expressed that they did not waigttend antenatal clinic at the MOU

as follows:

‘Then | went to the Hospital. To be honest, | didvant to come to this clinic.” (2.1)

At first | went to hospital. | booked there becauskdn’t want to come here because of
the bad treatment that the nurses give to otheplee’o(3.1)
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‘Well | thought at the doctor its more, | trust dos more than the clinics.’ (7.2)

Some primigravidae got advice and support fromrtfenilies and friend to go to the

level 1 MOU for antenatal care. A study conductedhie western countries has shown
that people who have a high level of social suppoe likely to have better health

behaviours including the use of preventative heaétvices than those who have low
support (Jirojwong, Dunt and Goldsworthy; 1999).

Before being adviced and motivated by their frieadd family, the primigravidae stayed
home and did not seek antenatal care. One primggavas attending antenatal care at a

private doctor. The doctor advised her to comé¢oMOU for antenatal care.

In 2003, Jimoh found that hospital workers, huslsaadd parents were the greatest
influence on antenatal clinic attendance. In 20Rdmari reported that about 80% of all

the respondents indicated that their husbands eaged them to attend antenatal clinic.
In contrast, in 2006 van Eijk, Bless, Odhiambo, d\yBlokland, Rosen, Adazu, Slutsker
and Lindblade reported that only a few husbandghere or mothers-in-law suggested
attending antenatal care. A study by Amooti-Kagand Nuwaha (2000) stated that
amongst the factors that influenced the women’scehof delivery was influence from

spouse and other relatives.

The primigravidae expressed how they were advicet motivated to attend antenatal

clinic as follows:

‘My mom told me to come today.’ (1.1)

‘I have got friends that have babies. So they to&to come to the clinic.’ (1.3)

My mom is the one who told me to come to the clidct)

‘Then my sister said that when you finish you rgost(10.2)
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‘| was actually going to the doctor. He advised toe&ome and make an appointment so

that they can check me and all that.” (7.1)

‘I only came for my first visit when | did becaudeeard people tell me that | have to go

for like: check up; | should go to the clinic.” 9.

First time pregnant mothers seemed to be happytabeusupport they are receiving
from their families and friends. When you're preghgou need emotional support and
people around you all the time (Naidu, 2007). %mjg, et al. (1999) stated that spouses,
relatives and friends were important sources of fihe principle types of support

namely, emotional, instrumental, information angragsal support.

Emotional support refers to the things that pealiéo make us feel loved and cared for,
that bolster our sense of self-worth; such supp@dquently takes the form of non-

tangible types of assistance, for example; talkengd encouragement (John and
MacArthur, 1998). An emotional support system casgw people who help you deal
with the emotions you experience during a difficithe and offer you comfort (Lance

Armstrong Foundation, 2007). An emotional suppgstem may include family, friends

and co-workers. Instrumental support refers to wheous types of tangible help that
others may provide, for example provision of trasgtion or money (John et al, 1998).
Informational support refers to the help that atheray offer through the provision of

information (John et al, 1998).

Primigravidae expressed the support they receisddlimws:

‘My partner is very supportive, he is happy for taby.’ (1.3)

‘I am getting emotional support from my boyfriemwdusin, mother, and at work now.’
(5.3)
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3.2.2.1 Conclusion to lack of knowledge about when and whergo for antenatal

care

The conclusion made about the sub theme of ‘ladknofvledge about when and where
to go for antenatal care’ was that; primigravidaiiated antenatal clinic attendance at
the level 1 MOU because they did not know the righe to initiate, or even where to go
for antenatal care. As a result, the primigravidant to private doctors for antenatal
care. Some even went to hospitals that are fuftber their homes as compared to the
level 1 MOU where | conducted this study. Eventyalhe primigravidae got advice and
support from their doctors, friends and familiesgmto the level 1 MOU for antenatal

care.

3.2.3 Poor quality of service provision

The primigravidae reported poor quality of servpevision as one of the factors that
made them to come to the level 1 MOU for antenedia¢ in the third trimester of their
pregnancy. Service provision was described in tesmsommunication with the health
care providers, and health service delivery. Theigravidae reported that the health
care providers did not communicate with them imi@nflly manner. The primigravidae
further reported that they heard about the poolityuaf service provision before they

initiated antenatal clinic attendance.

Literature to support the sub theme of poor qualitgervice provision by Ibnout, van der
Borne and Maare (2007) reported that a higher tyualf care was significantly
associated with more utilization of routine antahatare services. Perception of poor
listening by staff often resulted in women delitela deciding not to volunteer
information (Abrahams and Jewkes: 1998). In a stogl\Mubyazi, Bloch, Kamugisha,
Kitua, and ljumba (2005), pregnant women said ploatr courtesy of nurses to patients is
one of the problems related to antenatal clinioiser Amongst the determinants of
women’s choice of their obstetrician and gynaedsltogrovider were empathy and
communication (Rizk, El-Zubeir, Al-Dhaheri, Al-Mamsri, and Al-Jenaibi; 2005).
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The primigravidae expressed the poor quality ofviser provision in terms of

communication as follows:

‘What do you want?’ (6.2)

This phrase was said by the health care providersponse to the primigravidae’s

greeting. The following quote was also said ingame context.

‘They just ask what are you waiting for. What's ypuoblem? Is that the way to treat
patients?’ (7.5)

(That was said with an angry voice of a woman wilob tpat response on her first
encounter with a health care provider on her @iest in the antenatal clinic. She used her

hands when she asked me if that was the right wagat patients.)

Poor quality of service provision in terms of commuation was further described by the

health care providers’ rudeness, scolding and juagan attitudes.

Supporting literature by kyomuhendo, (2003) revedleat unwillingness of women to
deliver in health care facilities and seek carecfmmplications was explained by reasons
such as lack of skilled staff at primary healtheclvel, complaints of abuse, neglect and

poor treatment in hospital, plus health workergwithat women are ignorant

Primigravidae who were interviewed reported rudénaveour by the health care
providers as one of the reasons that kept them dveay the antenatal clinic. The
primigravidae reported that they heard from othaygbe that the health care providers at
the MOU can be rude. The primigravidae said they there scared to come to the MOU,
as they thought that they would also be treatedlyud
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The following literature supports rudeness: BudBignacco and Luthi (2006) and
McLeish (2002) reported that half of the women edpeed indifference, rudeness, and
racism from the health care professionals carimgHem during delivery. Spiriq (2006)
identified ‘to receive esteem’ as one of the thenmestheir study of needs and
expectations of Tamil women attending an antenatak department at a Swiss
university hospital. Primigravidae who were intewed said that they experienced rude
behaviour from the clinic’s staff, or know someomeo has. The strongest predictors of
dissatisfaction were women’s opinions that midwiveave not been supportive
(Hildingson, and Radestad; 2005). ‘Another womaported rudeness from staff when
her friend phoned in to check what she should dbexswvaters had broken.” This was
found by Abrahams and Jewkes (1998) in their stofdyHealth seeking practices of
pregnant women in Cape Town.’

The primigravidae expressed the health care prowidedeness as follows:

‘The nurses were rude to them’ (3.1)

‘They are so rude.’ (6.1)

‘First time | came here the person that checkedvag rude.’ (8.3)

‘| heard people say thing like: nurses are so ru(@1)

‘The way they talk to us, like rudely’ (10.1)

(All the women who spoke about the staff's ruderess sad faces and sounded helpless.

| used to see those faces on other patients weyesile spoken to rude)y
The primigravidae reported that the health caresigeys were mostly rude when the

pregnant women seemed not to understand what wpectexi of them. In some

instances, the health care providers physicallgaththe health care service consumers.
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The following literature supports the abuse of wanmeyomuhendo. (2003) conducted a
study in Uganda on low use of rural maternity sersiand the findings revealed that

women complained of abuse by staff at health camédces.

The women expressed how they heard about the @hytiase as follows:

‘If you don’t open your legs, they hit your thigh4.2)

‘I heard something from my friend that if the balmesn’t come, they pinch your thighs.’
(7.4)

Besides the physical violence that the primigra@ideported, they also felt emotionally

abused which they expressed as shouting and/ taisgo

The following literature supported the abuse ofgpe:mt women. In 2003, MacKeith,

Chinganga, Ahmed and Murray, found that 21% remeetheomeone who had treated
them badly during labour, principally by shouting szolding. Another barrier to good

communication by the women interviewed was thetgraof ‘scolding’ patients, usually

in an attempt to correct aspects of their behawahich the nursing staff perceived as
deviant’ (Abrahams, Jewkes, 1998).

The primigravidae expressed the emotional abugsegbefrom the health care providers

as follows:

‘They shout at you’ (1.2)

‘They are not polite. If you ask them they justuth@u know.’ (4.2)

(As she was talking about the nurses shouting, lddogar the pain in her voice, and also

see it in her eyes. This is a true reflection otk happening in the clinjc.
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The primigravidae also witnessed their fellow patsebeing treated badly by the health
care providers. The supporting literature by BekajrKunene, and Mullick (2006) states
that one primigravida said she witnessed her friseidg treated badly. At national level,

20% of women reported that the provider shoutestolded the patient

The primigravidae expressed how they witnessealpiuise as follows:

‘She came with the wrong piece of paper. And tlenknow, they shouted at her like
hell.” (10.3)

When pregnant women are treated badly during labthey lose confidence in
themselves and their ability to go through labditerature by Green and Baston (2003)
revealed that, a sense of control is a major dauting factor to a woman’s birth
experience and her subsequent being. They alsoteepthat feeling in control of staff
was primarily related to being able to get comfloleafeeling treated with respect and as

an individual.

Studies reveal that when women feel traumatizebdaltreatment during labour they can
experience distress, grief, anguish, shame ancerstriim lifelong effects. Postpartum

depression is related to lack of consideratiomfomen’s feelings (Tyndall, 2003).

Poor quality of service provision in terms of commuation was further described by the
judgmental attitude of health care providers. Montgry (2003) reported that non-
judgmental and developmentally appropriate intévast are essential to the care of
pregnant adolescents. Health care providers nedak taware that not all adolescent
pregnancies occur as a result of error (Montgom2002). Hall and van Teijlingen

(2006) found that the most important aspect oficlicare was the non-judgmental

attitude of staff.

The primigravida expressed how she was blamedéhdhalth care providers as follows:
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‘She said you people you know you are impossilde.Kriow that you must come early to

the clinic. You like going to your doctors.’(6.2)

The primigravidae were also told by their friendsdafamily members that the
judgmental behaviour of health care providers cwdiin the delivery room. This
information was provided by the participants as ohéhe reasons that delayed their
antenatal clinic attendance.

Literature by Jeal and Salisbury (2003) reported the commonest reason (45%) given
for difficulty attending the surgery (the doctopsivate rooms) was the perception of
being judged by the staff

The primigravidae expressed how they heard abajlpdeing spoken to as follows:

‘When you are about to give birth they just lookyati and say they did not send you to
go make the baby.'(2.1)

When the primigravidae heard about how people anegbspoken to, they did not want
to come to the level 1 MOU for antenatal care. Tleid to primigravidae seeking

antenatal care at other institutions, as desciibbéae section of delayed booking.

The primigravidae also raised complaints also aloduring women not getting help
when needed. This is also something that they hehizkfore they initiated antenatal

clinic attendance.

The following literature provides support for poguality of service provision: Even
though women in Teso district were aware of theadrtgmce of antenatal care, they
sought antenatal care late because of poor qualityervices offered at local health
facilities (lkamari; 2004). Amongst the reasonsegivby mothers to Mwaniki, Kabiru,

and Mbuqua in 2000, regarding dissatisfaction with services offered was lack of
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commitment by staff. Women’s own opinion that thed too few visits was associated
with dissatisfaction with medical as well as emoéib aspects of care (Hildingson,
Waldenstrom and Radestad; 2005).

The primigravidae expressed the poor attendanpattents screaming as follows:

‘Even when you are screaming that I'm having a béigy don’t respond to you.’ (4.3)
The primigravidae raised a concern about the lamgmber of patients attending the
antenatal clinic that affects the quality of seevigrovision. Consequently they have to
arrive at the clinic very early in the morning. Alliohally there are too many patients to
be attended to by very few health care providers.

Literature by Skelenburg, Kyanamina, Mukelabai, o, and van Rosmalen; (2004)
reports that only 54% of the 96% delivered at thiricc because of poorly staffed
institutions

The primigravidae expressed overcrowding as follows

‘It's too full. There is lots of people’ (2.1)

‘There is less nurses’ (2.1)

‘What | hear about this place is that, like it'srydull’ (6.4)

My research findings revealed that primigravidasest that the high number of patients
at the health care facility leads to the healthecproviders not to do their work
thoroughly. Literature by Mubyazi, et.al, 2005 repd that staff shortages affecting the

quality of services at antenatal care clinics wantoned as one of the major problems

limiting attendance of pregnant women at anterceeg clinics.
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The primigravidae expressed how the overcrowdirfgcts the service provision as

follows:

‘The nurses don’t get a chance to take care ofgarson properly. They have to rush for

the next patient’ (7.4)

The research participants suggested that therddsbeumore staff at the level 1 MOU.
Supporting literature stated that other respondemiggested more staffing (Buch,
Mathambo, Ferrihno, Kolsteren, and van Lerbergl®€32 and (Levin, Dmytraczenko,
Ssenqooba, Mceuen, Mirembe, Nakakeeto, Okui andeypd999).

The primigravidae expressed their suggestions |k

‘They must increase the staff’ (4.5)

‘There should be more nurses’ (8.3)

‘| think we need more nurses’ (9.4)

In addition to the primigravidae expressing thertge of staff and a large number of
patients at the level 1 MOU, the primigravidae ediginother issue related to quality of
service provision. My research study found thatghmigravidae did not want to attend

the antenatal clinic at the MOU because they hagdhpeople saying that the emergency
referral system was poor. They indicated patierdd kb wait a long time for an

ambulance to take them to the hospital. The priavigiae were scared for their unborn
baby’s lives. This resulted in them in trying téead antenatal clinic at other institutions,

where they have emergency obstetrical serviceslyeadilable.
The following literature supports the poor availipiof emergency obstetrical services:

McCoy, Ashwood-Smith, Ratsma, Kemp, and Rowson 42@0d a study on Malawi’'s

maternal mortality and found that the availability emergency obstetric care is poor.
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Lack of adequate emergency transport contributednégor factors of mortality and
morbidity (King, Mhlanga, and Pinho; 2006). Pearaod Shoo (2005) reported that lack
of referral facilities is one of the obstacles iroygding 24 hour quality emergency
obstetrical care services especially in remote ramal areas. The failure of the referral
system was criticized by the women in the studgm@rgency obstetrical care in Bernin
referral hospitals (Saizonou, Godin, Ouendo, Zeanal, Dujardin; 2005).

The primigravida expressed her concern about thergancy referral system as follows:

‘But now from here you have to wait for an ambukano come, go there, it's a long

procedure’ (3.2)

‘By then my baby will be dead or something’ (3.3)

The primigravidae felt the quality of service praion is a determinant to where they go
to seek antenatal care.

3.2.3.1 Conclusion to poor quality of service psiem

The following conclusion was made with regards ¢mrpquality of service provision:
there are a lot of factors that affects the qualitgervice provision at the level 1 MOU.
The primigravidae felt alienated by the way theyravepoken to by the health care
providers. The neglect of patients that they hedydut is one of the factors that kept
them away from the level 1 MOU. There was also ngds by the health care providers
towards those seeking health care. The rudenesbtapg®ening in both the antenatal and
the labour ward. Some primigravidae experiencedrtiteness and some witnessed it
happening to their friends. Furthermore, the prianiglae felt bad when they were
blamed for seeking health care at other institgtiofhe primigravidae were also not
pleased when they heard that pregnant women arg idamed for being pregnant.
Another factor that affected the quality of servigevision is overcrowding of the

antenatal clinic by the patients whereas thereadequate staff to render health care. The
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primigravidae suggested that the staff at the atéérclinic should be increased. The
poor availability of the emergency referral systgot the primigravidae scared that
something might go wrong with their pregnancies lavtthey are waiting for the

ambulance, should they need emergency referraligloeh levels of health care. The
quality of service provision is a crucial deterrmhaf where primigravidae go to seek

antenatal care.

3.24 Personal factors

During the interviews, primigravidae raised someaamns about their personal factors
that kept them away from seeking antenatal catkealevel 1 midwives obstetrical unit.
The personal factors that were identified are smpkigarette, drinking alcohol and lack

of transport and money.

There were some primigravidae who used to smokkiok alcohol. They were scared to
go for antenatal care because they believed thahwbkalth care providers find out about

their habits, they would shout at them.

The following literature supports how smoking arrthking alcohol can delay seeking
antenatal care: Despite the risk associated witbksrg, the number of pregnant women
who smoke until delivery remains high (Grangé, \&ets Borgne, Ouazana, Huiller,
Valensi, Peiffer, Aubin, Renon, and Thomas; 20@joking during pregnancy (95%)
was one of the factors associated with non-attezelasf antenatal check ups in
primiparae (Fabian, Radestad, Waldenstrom; 200dmeSof the primigravidae used to
smoke and/ or drink before pregnancy. Smoking dupiregnancy was one of the factors
associated with non-attendance of antenatal chpskifu primiparae (Fabian, Radestad
2004). Chambers, Hughes, Meltzer, Wahlgren, Kastanson, Filey, and Hovell (2005)
found that 43% of pregnant Latinos reported soroerall use in the three month prior to

recognition of the current pregnancy.

The primigravidae expressed their habits as follows
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‘| used to smoke. | used to drink alcohol’ (1.1)

‘| used to smoke and drink. Now | don’t do it anye@9.1)

One primigravida continued smoking during pregnandtgrature by Lendahl)hman,
Liljestrand, and Hakansson; (2002) reported thamem who still smoked at their first

visit to the antenatal clinic often had an est&gdsmoking pattern

The primigravida expressed how she has not quiit liadbits as follows:

‘I haven't quit’ (1.2)

Continuation of smoking during pregnancy is oneha reasons that the primigravida

delayed initiation of antenatal clinic attendance.

The other identified personal factor that delaysitiation of antenatal clinic attendance
was lack of transport and money. As such, the ravidae commenced attending
antenatal clinics in the third trimester as theyldanot afford a taxi fare. Additionally
participants reported that the level 1 MOU is fant their homes.

The following literature supports lack of transpartd money as a factor that can delay
initiation of antenatal clinic attendance: Maga2l@0) reported in a study on frequency
and timing of antenatal care in Kenya that longagise to the nearest antenatal care
facility are an obstacle to attending antenatatccliwith regards to barriers to public
prenatal care, adolescents were more likely to tifyeisystem related barriers, for
example: lack of transport (Teagle and Brindis; 8)99Gharoro and Igbafe (2000)
attributed late booking to financial constraintgheir study on antenatal care. Sibeko and
Moodley (2006) reported that 1.7% of pregnant woinad either not booked or booked
late because of financial reasons. Limited findn@aources were cited reasons for non

use of antenatal care services (Adamu and SaldQR)2
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The primigravidae expressed their lack of transpod money as follows:

‘I don’t have transport’ (6.3)

‘| did not have money to come to the clinic.’ (9.2)
(This woman (9.4) spoke with a very sad voice dmellseld herself from crying. | could
see she was hurting. She said the situation watvezgk)

This brings me to the end of the discussion ofsthte theme of personal factors.

3.2.4.1 Conclusion personal factors

The following conclusion was made about personelofa: one primigravida used to
smoke tobacco but quit before starting antenatad. CEhe other primigravida said that
she was still smoking as it is not easy for herqgtat. It was also difficult for
primigravidae to access the level 1 MOU'’s antenélfalc as it is far from their homes.
Two factors that made it difficult for the womendo to the clinic was lack of transport
and money.

3.25 Conclusion to delayed booking

The following conclusion was drawn about the theofe delayed booking. The
primigravidae did not want come to seek antenadad because: they did not plan the
pregnancy and others did not want the people iim tsenmunities to know about their

at the level 1 MOU.
The other factor that delayed initiation of antahaare at the level 1 MOU was that the

primigravidae did not know the right time to intea or even where to go for antenatal

care. As a result, the primigravidae went to pevadctors for antenatal care. Some even
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went to hospitals that are further from their honasscompared to the level 1 MOU
where | conducted this study. Eventually, the pgravidae got advice and support from

their doctors, friends and families to go to theelel MOU for antenatal care.

Poor quality of health service provision at theelell MOU was another factor mentioned
that delayed initiation of antenatal clinic attenda at the levell MOU by the
primigravidae. The primigravidae mentioned diffdréamctors that affect the quality of
service provision at the level 1 MOU. The primigdae felt alienated by the way they
were spoken to by the health care providers. Tlgéeneof patients that they heard about
is one of the factors that kept them away fromléivel 1 MOU. There was also rudeness
by the health care providers towards those seekiegth care. The rudeness was
happening in both the antenatal and the labour v&othe primigravidae experienced the
rudeness and some witnessed it happening to thends. Furthermore, the
primigravidae felt bad when they were blamed foeksey health care at other
institutions. The primigravidae were also not pé&shsvhen they heard that pregnant
women are being blamed for being pregnant. Anothetor that affected the quality of
service provision is overcrowding of the antenatalic by the patients whereas there is
inadequate staff to render health care. The prewigae suggested that the staff at the
antenatal clinic should be increased. The poorlavitity of the emergency referral
system got the primigravidae scared that somethimght go wrong with their
pregnancies while they are waiting for the ambuarghould they need emergency
referral to higher levels of health care. The duatif service provision is a crucial

determinant of where primigravidae go to seek attdrcare.

Personal factors such as smoking and lack of taahgmd money were mentioned to
have led to delayed initiation of antenatal cliaitendance at the level 1 MOU by the
primigravidae. One primigravida used to smoke tobdmut quit before starting antenatal
care. The other primigravida said that she wak stioking as it is not easy for her to
quit. It was also difficult for primigravidae to eess the level 1 MOU'’s antenatal clinic
as it is far from their homes. The geographicahtmn of the level 1 MOU and the lack
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of transport and money by the primigravidae ledghmigravidae to delay initiation of

antenatal clinic attendance at the level 1 MOU.

3.3 CONCLUSION

Chapter three discussed the research results ndtlire supporting these results. The

next chapter discusses the conclusion, recommemdadind limitations of this study.
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CHAPTER FOUR

CONCLUSION, LIMITATIONS AND
RECOMMENDATIONS

4.0 INTRODUCTION

The research results for health seeking practicegsngst primigravidae were discussed
in chapter three. Those results were obtained giraata analysis by Tesch’s eight steps
of data analysis. Chapter four discusses the csiely the limitations and
recommendations which are aimed at encouragingring@gravidae to initiate antenatal

care in their first trimester.

4.1 CONCLUSION

The conclusion drawn in my study will be discussectklation to the health belief model
(HBM). The HBM is the conceptual framework thatdgd my research (refer to section
1.8.2.1 for a detailed description of the HBM). ded a tabular form to demonstrate
application of the HBM to my study. The followingrclusions were drawn about my

study:

41.1 Conclusion to the need for knowledge of hehit baby and healthy

pregnancy in relation to the HBM

Primigravidae expressed the need for knowledgeeafthy baby and healthy pregnancy.
The women said they came to the clinic to checknf] be sure that their unborn babies
were fine. They elaborated on the need for knowdedliga healthy baby by saying that
they needed to know if there any complications. Woenen also needed to know if they

were any problems, if they were healthy. In additithey said that they needed to learn
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about pregnancy care and labour. Application ofHIEBM to the need for knowledge of
healthy baby and healthy pregnancy is illustratethble 4.1.

Table 4.1 Application of the HBM to the needs for knowledgk healthy baby and
healthy pregnancy

Concept Application
1. Perceived susceptibility The primigravidae bedd that their unborn babies and

their pregnancies may be at risk of developing

complications.

2. Perceived severity The primigravidae believedt tthe risk of developing
complications was significant enough for them tp ttw

avoid complications.

3. Perceived benefits Primigravidae believed thathey attended antenatal
clinic they would know if their unborn babies arelland
that their pregnancies are progressing without
complications.

4 Perceived barriers Non attendance of antenaitaik avas a barrier to the
primigravidae having knowledge about the healtithefr

unborn babies and that of their pregnancies.

5. Self-efficacy Primigravidae went to the MOU fantenatal clinig
attendance.
4.1.2 Conclusion to the need for explanation of paedures in relation to the
HBM

The women stated that they needed the procedutss ¢@plained to them as procedures
were being done on them but were not explainedeémt They also said that information
was recorded on their antenatal clinic cards baitttiey did not know what it meant. The
women expressed that they felt sad when the proesduere not explained to them.
Despite the procedures not being explained to thkenwomen did not ask the reasons

for this non-explanation. The women said they dad ask because they felt that the
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health care providers should be explaining the gutaces. The application of the HBM to

the need for explanation of procedures is desciibéable 4.2.

Table 4.2Application of the HBM to the need for explanatimiprocedures

Concept Application
1. Perceived susceptibility The primigravidae bede that they should be provide

D
o

with explanations for the procedures that are peréal

on them.

2. Perceived severity The women said that as thecepures were not
explained to them, they did not know what it weet thvas

being done, or recorded on their antenatal clirceadls.

3. Perceived benefits The women believed that mld/de better for them tp
know and understand the procedures, than not tw lato

all.

4. Perceived barriers Primigravidae believed that/ tcould not ask about the
procedures as the nurses were supposed to explain t

procedures to them.

4.1.3 Conclusion to the need for use of technologyrelation to the HBM

Regarding the need for the use of technology, &palty an ultrasound scan,
primigravidae knew about an ultrasound scan fromirtfriends, and some from the
private doctors. The women who had had an ultras@oan of their pregnancy done
before said that they needed the scan to be paahtanatal care at the MOU. Some
women did not want to attend antenatal care aM®& as an ultrasound scan was not
offered routinely. The women loved the experieroeythad of an ultrasound scan as
they could see their baby moving and know theirytsalgender before delivery. Table
4.3 describes application of the HBM to the needufie of technology.
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Table 4.3 Application of the HBM to the need for use of teclogy

Concept

Application

1. Perceived susceptibility

The women believed thay needed an ultrasound s¢

of their pregnancy.

2. Perceived severity

The women believed thataf/ttid not get an ultrasour
scan of their pregnancy they would not be assubedits

the condition of their unborn babies.

3. Perceived benefits

The women believed thatef/thad an ultrasound sc
of their pregnancy, they would know their baby’ s\der

before they were born.

4. Perceived barriers

Primigravidae knew that amasbund scan was n
offered at the MOU.

5. Cues to action

Primigravidae had heard that apziv doctors dic

ultrasound scans on pregnant women.

6. Self-efficacy

The women were going to privatectdos for an

ultrasound scan of their pregnancies.

41.4 Conclusion to unplanned and hidden pregnanaen relation to the HBM

an

d

AN

pt

Unplanned and hidden pregnancies were some ofattter§ that delayed initiation of

antenatal clinic attendance. One primigravida shat she did not want to keep the

pregnancy at first. She delayed seeking antenas @s she was thinking about

terminating the pregnancy. One woman was a schdtar did not want people to find

out about her pregnancy. This woman delayed argkaltic attendance as she thought

that, when people saw her going to the clinic theyld find out about her pregnancy.

Application of the HBM to unwanted and hidden praggries is described in table 4.7.

Table 4.4 Application of the HBM to unplanned and hiddengmancies

Concept

Application

4. Perceived barriers

Primigravidae did plan thegpancy so they delaye

seeking antenatal care.

od
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4.1.5 Conclusion to lack of knowledge about wherend when to go for
antenatal care in relation to the HBM

The primigravidae said that they did not know whiesy should start going for antenatal
care. Some felt that it was still early for themingiate antenatal clinic attendance. The
women just told themselves that they were goingtént antenatal clinic attendance at a
later stage. Other women said they did not knowretlieey were supposed to go for
antenatal care. Lack of knowledge about when anerevto go for antenatal care led to
the primigravidae attending antenatal clinic ateotinstitutions. Most women were
attending antenatal care at private doctors. Sofméheo women who were attending
antenatal care at the private doctors first werdreghto confirm their pregnancy.
Afterwards, they attended antenatal care at theodoantil they came to the MOU.
Other women were attending antenatal care at thpitad Some primigravidae said that
they did not want to come for antenatal care atMi@J. These women stated that they
trusted the doctors more than they did the healhe cproviders at the MOU.
Primigravidae were encouraged by their family mempé&iends and their doctors to
initiate antenatal clinic at the level one midwivebstetrical unit. Some primigravidae
had emotional support from their families, frieratsd colleagues. These women were
happy and welcomed the support they were gettipgpliéation of the HBM to lack of
knowledge about when and where to go for antewata! is described in table 4.5.
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Table 4.5Application of the HBM to lack of knowledge abaubhen and where to go for
antenatal care

Concept Application
1. Perceived susceptibility Primigravidae believiedt they may develop pregnancy

related complications.

2. Perceived severity The women believed the riskdeveloping pregnangy

complications was significant enough for them toidut.

3. Perceived benefits The women believed that tlesded the best antenatal
care available in order to avoid pregnancy related

complications.

4. Perceived barriers Primigravidae did not knowewlor where they should

have gone to for antenatal care.

5. Cues to action Primigravidae were adviced andtivated by their
friends and family to initiate antenatal cliniceattlance at
the level 1 MOU.
6. Self-efficacy The women took action by attendargenatal clinic at
the level 1 MOU.

4.1.6 Conclusion to poor quality of service provisin in relation to the HBM

Poor quality of service provision was identified ase of the factors that delayed
antenatal clinic attendance. The women said thatgthality of service provision at the
MOU was very poor. They mentioned that the nursgsrsunicated badly with patients.
The women did not feel welcome at the health cerfiree women also said that the
health care providers did not speak politely tonthd’rimigravidae heard that when
women are in labour screaming for help, the heedlte providers did not respond to
them. Hearing about this made the women not to weanbme to the MOU for antenatal

care.

The primigravidae said that they had heard fronir thiends and family that the nurses

are rude. The women said that the nurses spoké&em trudely and explained this
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rudeness as being both physical and emotional.Widraen said that the nurses would
shout at them as well as other patients. In thedalward at the MOU, the women said
that the nurses pinch the women if they seemedetortcooperative. Consequently, due
to the rudeness of nurses, primigravidae did nattwa go to the MOU for antenatal

care.

Health care providers had a judgmental attitudeatdw the pregnant women. The
women said that the health care providers blameuwh thor attending antenatal care at the
private doctors. This comment made the primigrawitdgel bad about what they did. The
primigravidae heard that when women go into labadlie, nurses in the labour ward
would tell them that they did not send them to gakenbabies. Primigravidae did not
want to come to the MOU for antenatal care becdahsg thought they would also

receive the same poor quality of service provision.

In addition, the primigravidae we not satisfiedwilhe emergency referral system and the
number of pregnant women that come to the level QUMfor antenatal care. One
pregnant woman was scared for both her life and ohder unborn baby. She was
wondering what would happen to her, should she eeselgency referral to the hospital.
She had heard about someone who had waited toddoragn ambulance from the MOU.
The primigravida said it would be better for herattend antenatal care at an institution
which had emergency obstetrical service readilyilavi@. That way she would be
assured that should she need emergency interventiowould be implemented

immediately.

The primigravidae also felt that the MOU was ovewxed, which required them to
wake up early in the morning to beat the long qaetide problem with overcrowding
was that there were not enough health care pravittermanage the high number of
service consumers. The women said that the heatth groviders did not do their jobs
properly because of the long queues. Apparentlyhtadth care providers did a rushed
job just to make the queues move faster. The woraparted that the private doctors

examined them thoroughly, which they thought shobél done at the MOU. The
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recommendation made by the primigravidae was that dtaff numbers should be
increased to overcome this problem of overcrowdirahle 4.6 describes the application

of the HBM to poor quality of service provision.

Table 4.6 Application of the HBM to poor quality of servigeovision.

Concept Application
1. Perceived barriers Pregnant women believedthigapoor quality of servicg

provision was a barrier to their antenatal clipic

attendance, which they had to overcome.

2. Self-efficacy Primigravidae attended antenasaecdespite the quality
of health service provision at the level 1 MOU lggin

poor.

4.1.7 Conclusion to personal factors in relation tthe HBM

Primigravidae had a concern about their bad habiistsng substances. Some women
were smokers and others drank alcohol. These wavherhad bad habits were afraid to
come to the MOU for antenatal care. The women tetirat the nurses would scold them
if they found out about their bad habits. One pgiravida said that she was still smoking

even though she was pregnant.

Lack of money made the primigravidae initiate aatahclinic attendance late in their
pregnancies. The women did not have money for pamsfare to the MOU. These
women lived further from the MOU. Some women did have transport at their homes
to take them to the MOU. The women who did not haaesport or money to get to the
MOU said it was too far for them to walk to the MOMBpplication of the HBM to

personal factors is described in table 4.7.
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Table 4.7 Application of the HBM to personal factors

Concept

Application

1. Perceived susceptibility

Primigravidae belietieat they were at risk of developir
pregnancy related problems related to smoking w

pregnant.

g
hils

2. Perceived severity

The women believed that thepdications of smoking
during pregnancy were significant enough for thentake

action.

3. Perceived benefits

Primigravidae believed thitanding antenatal clinic would

help with the detection of complications of smokiirg

pregnancy.

4 Perceived barriers

Primigravidae believe thay tbeuld not go to the MOU
for antenatal care as they did not have transpagbtto the
MOU.

5. Self-efficacy

The primigarvidae took action Injtiating antenatal clini¢

attendance at the MOU late in their pregnancies.

From the conclusions recommendations were madedoueage primigravidae to initiate

antenatal care in their first trimester. The rec@ndations are discussed in section 4.4.

The limitations to this study are discussed inrtBet section.

4.2 LIMITATIONS

The following limitations were encountered in thedy:

* The participants were hesitant to stay for theruidsv after their antenatal check-

up. The women said that they needed to go hombegshiave been in the clinic

for more than two hours. The researcher overcamdithitation by assuring the

participants that they only had to stay for an hdDther interviews were

conducted while the women were still waiting toatended to.
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» During the interviews some primigravidae wantedpeak their home languages.
The researcher humbly asked them to speak stitaibylish. One primigravida
was clarified on the word ‘pinch’, she could natnember this word so she said it
in Sesotho. Some of the meaning may have beemlasinslation.

» Some primigravidae were speaking either fast otlysa@ind this was going to
make the audio-tapes not unclear. The researchencawe this limitation by
asking the participants to adjust the tone of vaicd speed at which they spoke,
and the tape recorder was placed nearer to thieiparits.

* The results of this research can only be generdhlize other settings and
populations that are similar to the one descrilmenhy study. This is because the

sample size is only ten participants.

4.3 RECOMMENDATIONS

The first objective of my study was to explore alebcribe the health seeking practices
of primigravidae who started attending antenatahiclin their third trimester of
pregnancy. This objective was achieved in chapteret of research results as follows:
my research provided a detailed description of tremlth seeking practices of
primigravidae at the level 1 midwives obstetricaltun the Gauteng province of South
Africa. The second objective of my study was to enakcommendations with the
intention of encouraging primigravidae to initisgatenatal care in their first trimester.

The second objective is addressed in this section.

Recommendations are made according to those ar@ihgf the study, for nursing

practice; research and education.

4.3.1 Recommendations that arouse out of the study

The recommendations arising out of this study aogiged in table 4.8.

99



Table 4.8Recommendations arising out of this study

Issue Recommendation(s)

1. The need forl.1 Posters about pregnancy education must bedpasie
knowledge of healthy places where the community can see and read them.
baby and healthy Such places are street poles, schools, community
pregnancy centers, and shopping complexes. This will increbee

women’s knowledge about pregnancy issues befose|the

actually fall pregnant. The posters may addressesss
such as:

» Signs of pregnhancy.

» The importance of antenatal clinic attendance [and

when to initiate antenatal clinic attendance.
 Signs of fetal wellbeing. Such signs are fetal
movements and increase in fundal height.

» Danger signs in pregnancy that should be reparted

to the health care facility. Such signs are de@a@as
fetal movements, vaginal bleeding, severe
abdominal pains, severe headache, blurred vision

and water draining from the vagina.

2. Need for explanation2.1 The health care providers should be encourdged
of procedures explain the procedures to the patients before dibiem.

2.2 There should be frequent in-service trainingfie staff
members. The topics discussed should include| the
importance of ethical nursing practice, which
incorporates the need for explanation of procedtwes

health care consumers.

Table 4.8 continues on the next page
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Table 4.8 continued

Issue

Recommendation(s)

ultrasound scan

3. Need for a pregnang

y8.1 Pregnant women must be notified that an ultnadc
scan is not offered to pregnant women, unlesseifetts
a health need for it. Notices can be displayedhia
antenatal clinic notifying the pregnant women altbig
matter.

3.2 Pregnant women should be advised of placesen
they can go for an ultrasound scan. For exampky
can go to some private doctors and they shoulg
notified of the cost of the ultrasound scans.

her

1 be

4. Unplanned

hidden pregnancies

an(

17.1 Women who come to the health center for
consultation must be advised about the family plam
services that are available at the health cent@s i§ to
prevent unwanted pregnancies,

7.2 Female victims of sexual abuse should be aff
emergency post-coital contraceptives,

7.3 The team that provides outreach programs fohé#alth
center can provide school care nursing on some af

educate scholars about the types and the imporiain
family planning services and where the services
available,

7.4 Pregnant women who do not wish to keep t
pregnancies should be advised about available ces
to terminate the pregnancy safely if they are thag 22
weeks pregnant. The women should be referred t¢
services available to support such women, for exar

psycho-social services.

the week or month. The aim will be, amongst others

any

-

D
=
D

-

VS

D

are

heir

Vi

) the
np

Table 4.8 continues on the next page
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Table 4.8 continued

Issue

Recommendation(s)

5. Lack of knowledge

about when

an(

» 5.1 Information posters can be pasted on the vimltgher

1 departments of the health center to provide infdiona

where to go fof about pregnancy to female patients. Informationthe
antenatal care posters can include:
» Signs of pregnhancy,
* The best time to initiate antenatal care,
* Places that offer antenatal care.
6. Poor quality of 6.1 The health center should hire more staff, taimize

service provision

the work load for each staff and promote a pleasafié
work environment,

6.2 The health center should initiate programmes
increase job satisfaction. A reward system shouda
initiated for certain categories, for example, begtse
of the month. This will minimize the resignatiorigaf
staff, thus the clinic will have sufficient staff.

6.3 Debriefing sessions should be arranged forheedth
care providers, where they may talk about workp
stressors. This should motivate them to work,

6.4 A complaints box or book should be availablehat
clinic’'s entrance so that all people who come itite

complaints, anonymously,

6.5 Patient’'s rights charter should be displayed tio@

clinic’s walls and the patients should be made aver

annual general meetings, so that the community

know that they are being taken into consideration.

the grievance procedure. The complaints and séient

to

ace

clinic are aware of it and may submit their written

to resolve them should be addressed in the clinic's

can

Table 4.8 continues on the next page

102



Table 4.8 continued

Issue

Recommendation

6.5 Pregnant women should be advised to atterehata
clinic at the clinics nearest to their residensig¢a. Thig
ensures effective use of other health centers
prevention of overcrowding at only one health cente

6.6 The health center should arrange to have thweim
emergency medical vehicle(s) available for refertal

hospitals.

7. Personal factors

7.1 Pregnant women should feered to social service
for advice and assistance.

7.2 The health centre should initiate campaigns
discourage the use of harmful substances du
pregnancy,

7.3 Posters should be pasted on the clinic wadisyncunity
service centers, and shopping complexes about
dangers of substance use in pregnancy,

7.4 The health center can initiate a support gréap

and

to

ring

the

women who are having problems stopping the use of

harmful substances during pregnancy.

The second recommendations made are for nursirgiggaresearch, nursing education.

The recommendations are made with the intentioanaburaging the primigravidae to

initiate antenatal clinic attendance in their firgnester.

4.3.2 Recommendations for nursing practice

* Nurses should provide pregnant women with explanatifor all the procedures

they perform on them. This will make pregnant womederstand the care that

they receive and encourage their friends and familo come to the antenatal

clinic.
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4.3.3

43.4

4.4

When providing antenatal care, the nurses sholdel tizeir time to examine the
pregnancy thoroughly and allow interaction with ffregnant women. This will
make the woman feel respected.

Recommendations for research

On strategies required to encourage antenatalcchmiendance by pregnant
women.

At the level 1 MOU to determine the effect of langembers of patients on the
quality of providing health care and on the heatle providers.

At the level 1 MOU to determine the reasons foff $ten over.

On how women perceive the use of contraceptives.

Recommendations for nursing education

Nursing education curricula should emphasize th@oiance of providing

holistic nursing care for patients.

SUMMARY

This study is good because the question, aim ajettes of the study were achieved.

From the results, recommendations to encourageigramdae to initiate antenatal care

in their first trimester were formulated. The earlthe pregnant women attend at an

antenatal clinic, the earlier any problems may éeded. Consequently, early detection

of complications should result in lower maternalrimdity and mortality rates of.
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ANNEXURE A

HEALTH SEEKING PRACTICES AMONGST PRIMIGRAVIDAE IN HE
GAUTENG PROVINCE, SOUTH AFRICA

PARTICIPANT'S INFORMATION SHEET

Dear

(Participant)

I am Mosibudi Lucia Mohale, a registered nurse amdwife currently studying for a
Masters degree in Nursing Science at the Universitythe Witwatersrand. | am
conducting a research study into the above topit would like to invite you to

participate in the study.

The appropriate authorities at the Department altde University of the Witwatersrand
and the clinic where the study will be conductedehapproved the study and its
procedures. The purpose of the study is to ex@arkdescribe the reasons for you as a
primigravida to start attending antenatal clinicemhyou did, with the aim of making
recommendations that can encourage women to stihatal clinic attendance within

the first three months of their pregnancy.

The study involves you being interviewed on a fexéace basis by me. The interview
will be tape-recorded with your consent. A maximtime limit of 1hour is scheduled per
interview. All the information obtained during thieterview will be treated with
confidentiality and no unauthorized persons wiihgaccess to it. The data collected will
be destroyed once the study is completed and #&areh report has been written. There
are no risks involved and your participation wilbtninfluence your antenatal clinic

check-ups.
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Participation is voluntary and you can withdrawnfréhe study without penalty at any
time. Feel free to ask questions about the studngttime. Confidentiality is ensured
and your real identity will not be disclosed in tlesearch report and the results will be
made available to you on request. There are nmdiah benefits or payments for

participating, but the study will help improve times antenatal clinic attendance.

For further information and/or queries, contactaned847455979.

Thank you

Yours faithfully
Mosibudi Lucia Mohale
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ANNEXURE B

HEALTH SEEKING PRACTICES AMONGST PRIMIGRAVIDAE IN HE
GAUTENG PROVINCE, SOUTH AFRICA

PARTICIPANTS’ CONSENT FORM

I have read and understood the contents of the

information sheet and thus give voluntary consemdrticipate in the study. | have had
an opportunity to ask questions and these had lb@swered to my satisfaction. |
understand that | may withdraw from the study at pmint without penalty and that there

is no remuneration for participating.

Participant’s signature and date

I, Mosibudi Lucia Mohale, have explained this studythe above participant and have

sought her understanding for informed consent.

Researcher’s signature and date
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ANNEXURE C

HEALTH SEEKING PRACTICES AMONGST PRIMIGRAVIDAE IN HE
GAUTENG PROVINCE, SOUTH AFRICA

PARTICIPANT'S AUDIO-TAPING CONSENT FORM

Please tick or cross 'YES’ or ‘NO’ where applicable

I/We, the undersigned, hereby grant permission to to

make use of the audio-tapes Yes/No during intersigwolving myself for the following

purposes:

* Only for listening by the researcher and/or sugsenwvi Yes/No
» For permission as an assessment and teaching ajgptoved professionals and
students in this institution Yes/No

* For research purpose where such research is beimducted by one or more
approved professional persons Yes/No

» For extraction of material for publication in a ogoized professional journal or
approved dissertation or thesis Yes/No

This informed consent is duly signed by me on (date

at (place)

Signature
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ANNEXURE D

HEALTH SEEKING PRACTICES AMONGST PRIMIGRAVIDAE IN HE
GAUTENG PROVINCE, SOUTH AFRICA

INTERVIEW QUESTION

What experiences influenced you to for your firstematal visit when you did?
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ANNEXURE E

HEALTH SEEKING PRACTICES AMONGST PRIMIGRAVIDAE IN HE
GAUTENG PROVINCE, SOUTH AFRICA

University of the Witwatersrand
Department of Nursing Education
Faculty of Health Sciences

7 York Road, Parktown, 2193

Johannesburg

The Nursing service manager

Alexandra Health Centre and University Clinic
33 Arkwright Avenue

Bergvlei, 2090

Dear

Re: Research at a level 1 Midwives Obstetrical imthe Gauteng Province.

| am a Master of Science (nursing) student at #oellfy of Health Sciences, University
of the Witwatersrand, who is required as part ofgoyrse to conduct a clinical research
project under supervision. The title of my reseasciHealth seeking practices amongst
primigravidae’.

| intend to collect the study data by interviewimg estimated number of eight
participants individually, taking at least 1hour peterview. One open-ended question:
‘what experiences influenced you to go for youstfintenatal visit when you did? * will
be asked. The participants will be given informatietters about the study and are

required to give a written consent for participgtidll interviews will be tape-recorded.
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The participants will be assured of anonymity, acy, confidentiality and the right to
withdraw from the study anytime they wish to withpenalty.

Antenatal care is of great importance amongst edlgpant women as the pregnant
women’s health care needs are assessed and mayg their antenatal clinic attendance.
Primigravidae are selected for use in this studyhay are considered to be a high risk
group because: every first labour is a trial oblah) they are at increased of developing
hypertensive disorders of pregnancy, and theirpeegnce about pregnancy leads us to
emphasize more on health education practices sachntenatal exercises. You are
assured that the institution’s name and clients whiobe involved in this study will not

be disclosed in the research report.

| hereby apply for permission to undertake the agde at your Midwives Obstetrical
Unit once my research proposal has been approvatieoommittee for Research on
Human Subjects of the University of the WitwatenstaA copy of the final research
report will be made available to you if so requdste

Yours sincerely

(Signature)

Mosibudi Lucia Mohale
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ANNEXURE F

TRANSCRIBED INDIVIDUAL IN-DEPTH INTERVIEW WITH AIMFKGRAVIDA.
INTERVIEW NUMBER THREE

KEYS:
I-Interviewer
P-Participant

I: Could you please tell me what experiences imftggl you to come for your first
antenatal clinic visit when you did?

P: Because | was curious to know whether my bals/iwa proper condition or not. So
I had to go and check.

I:  What about the baby’s condition?

P: Whether the baby is fine or not, cause this ysfinst time. So | needed to be sure
(sitting vary stil).

I: Baby being fine or not, what do you meanabing with handg?

P: In a proper condition. Like whether my babyitirg in a right way. That is what |
wanted to know.

I: At how many months did you come to book at ttisic?

P: At this clinic came at my"4month. They started checking me when | was 5 n®onth
pregnant.

I: Before you came here, what was happening? Wthy'tdyou come here earlier on?

P: At T | went to the hospital. | booked there becausédh’tlwant to come here
because of the treatment that the nurses givehter gteople. So | was scared that
maybe they were going to be rude to me and skéfthat. So | went to the hospital. |
booked there, took my blood tests, everything | tiiere. 29 time | went back for
check-up they referred me saying the departmehealth says they must refer me to
the nearest clinic that | stay to. They will onBké us to the hospital if we have
complications. That's when they will take us to pited but furthermore they will
take us to the clinic. So | came here and they bamist come back for the next
appointment and | did. And | took my blood testaiagspeaks softly, with a same
tone.

I: Can you just elaborate on the treatment fronses®
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P:

I've got 2 sisters. 1 delivered in this cliniedashe told me about the treatment when
she was here. They were not treated clearly. Th&esuvere rude to them and when
you deliver, after delivery if you are fine you gome Epeaks softly and sounds
worried). Unlike in the hospital after delivery you jusay there for a day or so. So |
didn’t want to deliver and go home. Cause | domdvw if I'm going to be fit enough
or strong enough to go home. So | need to stalyeatlinic for some few hoursh{s

is what happensor a night if | can.

So this sister who delivered at the hospital...

(she interrupty she delivered in this clinic and came home afseds. The other
delivered at the hospital which she stayed theré fiay.

Why did she stay there for one day?
Cause she was waiting for the doctor to comechrdk if the baby was fine.
What is the difference between treatment at Alxic and at the hospital?

There is a big difference there. Here maybe get\hat you have a problem and they
have to rush you to hospital for an operationgasg to take too long for you to be
there gpeaks with hanglsBut if you are there they just move you to theemtion
room. But now from here you have to wait for an atabce to come, go there, it's a
long procedure. At least there it's easgynds reassured

From what you say, you didn’t want to come hbegause they discharge you early
and it takes time to get to the hospital.

It's going to take time. If I'm in hospital iakes maybe 15 minutes to move from me
to the operation room from labour room. But frommeht® the hospital, its gonna take
2 or 3 hours gometimes it dogsand my baby will be dead or somethirigoks
concernedl

Dead from what?

If maybe there is a complication. | can’t leydaing happen to him. I'm scared. But
anyway...(ifts shoulders silently

We have rules on how to transfer patients tgitak | f | call the ambulance and tell
them it's a priority 1, they try to get here earlie

| don’t think they will come earlier cause tlaisibulances, we don’t have too much
ambulances. What if you call an ambulance, theyadlren duty. What is going to
happen With a concerned logR Am | supposed to wait for an hour or 2 for the
ambulance to come? What is going to happen to noy lamd who is going to be
responsible for my baby’s death? You or the ammdaounds angr)y?
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None of us.

: Then you seeuging handg That's what I'm scared of. | don’t want that rtlgi to
happen. Either maybe if you can find doctors whdl wperate from this clinic.
Maybe that will be okay.

The reason why we send patients to hospitakbsabse we offer services at different
levels. We refer to different hospitals.

: Now | want to know, what if you refer me to Edale and they want to refer me to
Johannesburg? That is a long procedure becausénalsdenvale if they can't give
you further treatment they refer you to Johanneslfguickly leans forwaryl So it's
better if you just go to Johannesburg. At least wallibe safe. And you know that
your baby will be fine.

We only refer to Edenvale during specific hoarst the doctors there can refer to
Johannesburg. So you are going to get the necessafiges in either hospital.

. (ifts shoulders in silenge

Is there anything you need to say or ask?

: No. Nothing else.

Do you need health care during pregnancy?

: Yes. Because | don't have experience. This islthpaby. | need to know what's
wrong, what's right. | can say my baby is kickirrgig¢es shoulde)s Now that I'm
going to the clinic | know that my baby must kickeeyday. If | wasn’t going to the
clinic I wouldn’t know that. And if came to the gic at 7 months there is a possibility
that | may go into labour at 7 months. So | needde@arlier than that to avoid of me
not coming to the clinic and the baby might diem&imes my baby will die and |
won’'t know because | will be staying at home.

According to you, what experiences do people viawe kids have that you don'’t
have?

: People who has kids they do know that the basytt kick everyday, that they have
to go to the clinic and book earlier. They knowttitring their ¥ month of
pregnancy they can go into labour. Even therfonth you can go into labour but the
baby might not live. And they also know what stiafforing to the labour ward, what
hey need to eat. But if | don’t go there | don’'tokn what | must eat. | just eat
everything, drink any medicine. Now that | comehe clinic | know | don’t have to
take any medicine that | used to take before | prvagnant.

Where does coming to the clinic put you compdamesomeone who has children?
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P:

| cannot say we are at the same level. We de ba same experience now even
though we have not been to the labour ward. Bubralong to knowledge, | won't say
we are on the same level. But people have 2 od$ it still | don’t know whether
its being stubborn or what, you stand with her quaue and the nurses will say go to
the toilet I need your urine. The lady will jusast theregounds and looks annoyed
but you who doesn’t have kids will go and get uri@ke will just stand there until the
nurses scream at her. | won't say we are in theedawel of knowledge. No. Maybe
it's because of we don’t understand the reason Wwhythe education that they give
us is on the same level. She knows more about lvas the baby come, how it feels
being in labour, | don't know that. That’s the @ifénce between the 2 of us.

Are there any money or transport issues thacaffour coming to the clinic?

No. | won'’t say they are because the minutedexide to make a baby you know that
you have to go to the clinic. So the reason of ius1g to the nurses that we don’t
have money for transport, | mean you just go toxAlnic and they refer you to your
nearest clinic where you don’t need money for fpanisor transport to travel. You
just go. It's nearer to you. | don’t see the mof@ytransport to the clinics being the
issue for us not to book earlier. | heard one worseynto me, why are you here so
earlier? | said | have to know if my baby is finermt. She said to me ‘but you will
go many times’. | said | only go there once a mohtton't see that as an issue not to
book because | have to go there, it's a long praeedGoing up and down. That's
why | am saying we don’t understand things the safhe one who has kids will not
go to the clinic to book earlier. Because of thenmp or they say it's a long
procedure. They go there when they are 3 or 4 wiele to deliver. That’s not an
issue. They are just stubborn to go and baplke#éks with handls

So, for you transport and money...
(she interruptsthat’'s not an issue. It doesn’t affect my comiaghe clinic.

Any relationships at home with family and partrieat affects your coming to the
clinic?

No. My mom is the one who told me to come todlim@c. At first, I've got friends.
Friends can influence you badly. So théyefds said to me even if you are 5 or 6
months you can book. So | went home and told my raaothshe said ‘you are going
to do it my way. I'm telling you, you have to goetle before 4 months because we
don’t know whether the baby’s condition is finermt’. So | came because | don't
want to regret myself tomorrow. If anything happémsny baby my friends won't be
there. Only my mom will be there. And the baby'th&a. So if both of themhér
mother and the baby’s fatheare telling me to go there, I will go.

Can | say you have a strong support system iaef?o
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. Yes. | have a strong support system and a goned %o if they say | should do so, |
do. Because at the end of the day they are thewhnesre going to be there for me.
Not my friends or anyone else.

Did you have any idea about the clinic’s booksygtem before you came here?

. No. I didn’t. I just heard a little. | knew thltvas going to come here and they were
gonna take my blood. But that | have to go every aad then, that | have to check, |
didn’t know that.

When is every now and then?

. Like when | ho after a month. | didn’t know | svgonna go there after a month. |
thought | was gonna go there once and then aftao2ths. It's what | thought. It's
not too often. I just thought | was gonna go aZenonths.

Anything else you can tell me?

. No. There is nothing.. Siiddenly | need to know, at®il went to take blood at the

hospital. | went to take my blood without counsglifhey then called me to come
take the results. They didn’t counsel me actu&he just told me ‘can you please tell
me what you know about HIV?’ | just told her whatrow and she said to me ‘no,

you don’t need any counseling. Then she gave meatible that shows whether you

are HIV positive or not. And said ‘do you know wltaait means?’ | said no, then she
told me what it meant. Are they allowed to justeaiour blood and counsel you later
or should they counsel you then take your bloodanosel again?

As | know, the right thing is to be counseleduyask questions, they take your blood,
counsel again before giving the results, and cduagain. But it can be more,
depending on the situation. They will assess yoer @fiving you the positive results
and if the need arise; they might need to coungaina or even tell you about
available support groups for HIV positive peopl®@eb this answer you?

.1 think you did.

Anything you would like to tell me?

- No.

How was your reaction when you found out youeveregnant?

. At first | was scared and | was happy. | thougfiny mom. I'm not married. What is
she going to sayorried)? Is she going to be happy? | thought about heanted to
get my first born when | was married. So unfortehatt happened now and I'm not

married. | was happy because the baby’s fatherhappy. But | thought a lot about
my mother.
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Did that emotional moment affect your cominghe clinic?

: No. It didn’t affect me in any way. It was justmoment thing then | was fine
afterwards.

Did you disclose?

1 didn’t tell my mom. | told myself she was gensee through me. | just kept quiet
until she said to me there is something wrogmdling) and | said no. Then she

started seeing my tummy grow and said ‘I told yioeré was something so go to the
clinic and book now.’

What do you think would have happened if yourtineo found out earlier, if you had
told her when you found out?

. She would have told me to go to the clinic gtiaaway.
Is there anything else?
: No.

| don’t have any more questions. Thank you.
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ANNEXURE G

TRANSCRIBED INDIVIDUAL IN-DEPTH INTERVIEW WITH AIMFKGRAVIDA.
INTERVIEW NUMBER FOUR

KEYS:
I-Interviewer
P-Participant

I: Please tell me what experiences influenced gocome for your first antenatal clinic
visit when you did?

P: I wanted to know if my baby is okay. If 'm h#al and also to learn about antenatal
care and labour.

I:  When did you find out that you were pregnantwHmany months pregnant were
you?

P: | found out when | was 2 months pregnant.

I:  From that time when you found out that you wpregnant until the time that you
decided to come to the clinic, what was keepingfyoon coming to the clinic?

P: I came to the clinic when | was 1 month pregnamo a pregnancy test and the sister
advised me to come to book for antenatal care wheas 3 months pregnant (
witnessed this information being given to othergpi@nt womej | came here when |
was 3 months pregnant and they gave me a datente back when | was 5 months
pregnant

I:  So you came when you were 5 months pregnant.

P: Yes.

I:  So the only reason why you came at 3 monthsheasuse you were told so?

P: Yes ghe speaks sofjly

I: According to you, is it important for a pregnambman to attend antenatal clinic?

P: Yes.

I:  Why is it important?

P: Because you have to know the state of your bélggur baby is living, the condition
of the baby and if maybe to find out if you donéve disease.
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Did you have any idea what was going to happaemyou came to book?

No.

No one ever told you about anything?

Yes.

Did the nurse patient relationship influence ydacision to come to the clinic?

No. But the nurses here are not polite. Theynatepolite. Because the'Hay you
don’t know what to do. If you ask them they jusbshyou know kpoks and sounds
upsej.

What else?

The treatment here, you know, because | stadsedng to the clinic in February but |
don’t know my date of delivery and another thingery time | was asking, they took
our blood group test but we don’t know our bloodugy until you showed us that this
is our blood group. Most of us didn’t know thawias our blood group. And we have
some information here in our file but they didn¥péain to us what it is. Even the
injection they are injecting we don’t have an idéeat it is for (vorried and sayl

Did you ever ask why are they doing those thitzggou?
There is no time to ask because they are magke6 voice
They are rude in what way?

They are shouting ‘why are you standing thel®en you come to the consulting
room the ¥ thing they just shout at you ‘why are you stan@inhy are you not
taking off your jacket?’ And it's our®itime we don’t know what to do. They have to
explain to us; okay you have to do this and thételthe f' time when they are
weighing us we didn’t know that we have to take ofir jackets because no one
explained to us that we have to take our jacketsTdfey were just shouting at us

(upse}.

Did you have the information about the nursesusimg at you before you came to the
clinic?

No. Before | came to the clinic | only heardtthailabour ward the treatment is not
good. But about the antenatal clinic | never hearything.

Treatment is not good in the labour ward, in wvay?

P: Err... Silencég
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What is it that you heard?

: The nurses they don’t pay attention to yoes(tatior).

. Okay. Go on(sing hands

: And then your baby can fall down while they ao¢ checking you. Even when you
are screaming that I'm having a baby they don’poesl to you ¢ad.

Go on.

: You can have the baby on the floor. That is Wiayn not going to have my baby
here.

Where are you going to have your baby?

. Pretoria.

Do you live there?

: My parents live there.

So you are going to your parents to have yolnylihere?

. Yes.

Okay. When you say nurses don’t pay attentioyoi, can you elaborate on that?
- When you are asking them to help you they grsbie you or shout at you.

Did you hear what help this people will be agkior?

. If maybe you are calling them saying your bablgere, they don’t help you. You just
scream and cry and no one helps you.

And all this things, you heard from people?

: Yes. Two weeks back | was listening to the ra@ieey were talking about labour and
a girl from Alex called. She said she had a babtht clinic. They didn’t wash or
wipe the baby. They just told her to go home wiité baby.

How did all that information make you feel?

. Scared.

Scared in what way?
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: I'm scared that what if all this things happemte. Am | going to loose my baby?

Is that all you are scared of?

. Yes. Or maybe... I'm scared of losing the babyn@ybe my baby will.. {esitan}
Somehow, if my baby fell what if he is not goinglde okay? What if this is going to

affect her physically or mentally?

You are right to be worried and | don’t know wha say to comfort you. | hope none
of those things happen to you.

. Okay. Thanks.

Where do you stay?

. It's far but not very far.

Did it affect the time that you came to the difor your first visit?

: No.

Do you have any money issues that affect youiogrto the clinic?

: No.

Any questions?

: No. My friend delivered her baby without thesis assistance last year January.
What did she say happened?

. She was calling the sister they were just igrgoher and she delivered the baby on
her own without assistance and then they came laogtexd at her. They told her to
clean the floor. After that she didn’t rest. Thagtjtold her to take a bath and she was
weak at that time.

So you heard this before you were pregnant?

. Yes.

Did t affect your coming to the clinic?

. It affected only the labour.

So coming to the antenatal clinic is fine fougo
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. It was fine before | came here.
Now that you came?

: Now that | came next time | don’t think | wilbme here. Maybe | will go somewhere
else.

What makes you say that?

: Because they don't explain to us the informatfaay write in our files.gilencg

Yes...

: Another thing, there was a lady who was comoyggther with us to the antenatal
clinic; she had a baby last Monday. She told usl2ids fell on the floor when the
mothers were deliveringh(is happensthe babies without assistance.

How does that make you feel?

: Very scared.

| don’t know what happened, but things like thgtppen in the labour ward. So |
won't disagree with you. Now what do you think abtle treatment that you are

getting in the antenatal clinic?

: The treatment is good but the nurses’ attittiokey are not polite to us. They forget
that we are also humasqunds upsgtMaybe it's because they are old, | don’t know.

What do you think about the number of nurseg #ra working at the antenatal
clinic?

. There are not enough nurses because Alex isroverted.

Does the nurses not being enough affect therk@o

: Yes. | think so. It affects their work. Maybesyhare working too much without rest,
that is why they are so rude. | think they mustease the staff. Another thing, at our
1% antenatal visit, | was shocked by how the doctangned me. She just opened my
legs and looked at my vagina.

What else happened?

. And just checked my urinéf{s shoulders.

What do you think about that?
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: | asked him is my baby okay? And she said yeshtby is okay. And then | asked
her if I'm finished and she said ‘yes you can go'.

How did you feel about that?

: Almost... | was shocked and helplessgkes hegd| was consulting another doctor.
He is the one that is helping me.

Why are you seeing this other doctor?

: Because here at the clinic the doctor does®@tkclyou properly. Two minuets in the
consulting room. Maybe | was | the consulting romml minute.

What do you think made the doctor check you sialkdy?

: Maybe because she is a professional doctor wwernment.. gilencg
What do professional doctors under governmefit do

.| think she has attitude. She doesn't like peopl

How do you mean?

: Or maybe she chose the wrong career, | donvkno

Anything else that you can tell me?

: | think that doctor must have time for peopleioe must do her work.
Do her work how?

: She must check people properly.

As a pregnhant woman, do you need to be careblyfdhe health workers.
. Yes.

Why?

: Because they are the ones who know how to hangkgient. If | need advice | can
go to them and ask them.

While you were here, did you ever feel that ymeded advice?

: Yes fods heajl
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Did you ask?
. Yes I did... gilencg

. What happened when you asked?
. 1 did get the informatiomfds heall It was helpful.

Anything else?
- No.

| have no more questions. Thank you.
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