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Abstract

Objective: To describe aspects that creates positive experiences for Emergency Obstetric Care (EmOC) for clients in public health facilities in Ethiopia.
Design: A qualitative contextual descriptive phenomenological design was used in this study.

Subjects and setting: In-depth interviews were conducted with women who had complications during child birth and received EmOC in three hospitals in Addis Ababa.
Outcome measures: Content analysis was used to analyse data as it complies with the phenomenological data analysis. The data was analysed using Atlas ti version 6.2 qualitative data analysis software.
Result: Care that is life-saving, safe, timely, responsive and given in a clean environment with humility, respect, equal treatment and encouragement in a way that meets the needs and expectations of client’s creates good experience.
Conclusion: clients’ experiences of provision of EmOC influence their future decisions to seek care. Findings of the study along with the guidelines developed will be useful to improve the provision and utilization of EmOC in public health facilities of Ethiopia.
Introduction

Various studies have revealed that Emergency Obstetric Care (EmOC) can significantly reduce maternal mortality by providing lifesaving interventions for potential life threatening obstetric complications.1,2,3 However, the potential of EmOC to prevent maternal deaths is unrealised in countries with high burden of maternal mortality. This emanates from a poor functional status and a low utilisation of EmOC services. 

In Ethiopia for example, only 10% of health facilities were fully functioning EmOC facilities and the functioning EmOC facility to population ratio is 0.6 per 500,000 which is significantly below the recommended 5 EmOC facilities to 500,000 population ratio.4 Also, the unmet need for EmOC is high as very few, 3%, of all childbirths took place in fully functioning EmOC facilities and only 3% of women who had major direct obstetric complication were treated in EmOC facilities.4 


Besides, the quality of EmOC provision generally remains poor in most public health facilities in Ethiopia and other developing countries in general.4,5,6,7,8 Nearly half, 44%, of the hospitals in Ethiopia provided poor quality EmOC as measured by direct obstetric case fatality rate and the quality of EmOC provision is low in the country.4
Maternal mortality can hardly be reduced without access to EmOC services and without the ability to treat women with obstetric complications.9,10 It is therefore important to improve the provision and utilization of EmOC to treat the majority of obstetric complication.
Utilization of EmOC can be improved by creating good experience of care for clients who arrive to receive EmOC. However, client’s view and perspective of quality of EmOC provision remain relatively unexplored. Therefore, the current study aimed at exploring and describing the clients’ views and perspectives of quality EmOC provision.
Theoretical framework of the study

Provision and experience of care model is quality of care model used as the theoretical framework for this study (Fig 1). The model classifies quality of care in maternity services in to two dimensions, which are provision of care and experience of care.11The model helps to explore and describe the patient perspective of quality EmOC as patient experience is one of the dimensions of the model.
Problem statement

Direct obstetric complications which account for the leading causes of maternal deaths remain untreated or poorly treated in Ethiopia as evidenced by poor functional status and low utilization of EmOC. Client focused EmOC provision and creating good client experience with EmOC enhance the provision and utilization of EmOC. Yet, there is sub-optimal knowledge on aspects of the experience of EmOC clients. This study therefore sought to describe aspects that create positive experience for Emergency Obstetric Care (EmOC) clients in public health facilities in Ethiopia.

Method

The study was conducted among women who had obstetric complication and received EmOC in three high clientele loaded hospitals in Ethiopia. Located in Addis Ababa, the three hospitals had child birth attendance of 10,977 in a year, therefore, suitable for this study. An exploratory and descriptive phenomenological qualitative research design was used to enhance exploration and description of aspects of the experience of EmOC clients in public health facilities in Ethiopia.
The target population includes women who had complications during child birth and received EmOC in three hospitals in Addis Ababa. Purposive sampling technique was utilised to select 12 participants for the study.
Semi-structured interview questionnaire was used to collect data. The instrument was structured with open-ended questions to enhance the richness of data.  In-depth interviews were held with women, who had complications during child birth and received EmOC. The interviews were conducted in the obstetric wards of the hospital.

Content analysis was used to analyse the data as it complies with the phenomenological data analysis. The data was analysed using Atlas ti version 6.2 qualitative data analysis software.

Ethical clearance was obtained from the Research and Ethics Committee, Department of Health Studies, University of South Africa (UNISA). Approval to collect data was obtained from Addis Ababa City Government Health Bureau. The study complied with moral principles of respect for persons, avoidance of harm, beneficence and justice.

Findings

Participants’ demographic data

The participants of the study were twelve clients who had direct obstetric complications and received EmOC in high clientele hospitals in Addis Ababa. Most of the participants, 67 percent, were in the age range between 25 and 29 years. Forty two percent of the participants were pregnant for the first time while 25 percent were pregnant twice. More than half of the participants had given birth for the first time. Forty three percent of the participants who were pregnant in the past had a history of obstetric complications.
In-depth Interviews

Five themes emerged from the analysis of the in-depth interviews. The themes were EmOC quality as perceived by clients, EmOC that created good experience for the clients, causes of clients’ disappointment with EmOC, barriers for use of EmOC at public health facilities and barriers for the provision of quality EmOC as perceived by clients. 

The scope of this article is on describing the aspects of the experience of EmOC clients in public health facilities. 

Client’s aspects of the experience of EmOC comprise safety, availability, accessibility, interpersonal relation, physical structure, care coordination and organization.

Quality EmOC is care that does not bring other health problems in the course of receiving care. “...when you come here for treatment, you don’t have to get another illness. Here, those who are not sick do not come...”. 
Client’s fear that compromised quality EmOC provision exposes them to diseases as others who also are receiving care are not healthy. They fear contamination and contracting disease from other clients. They are concerned about getting other diseases while seeking delivery care. 
One of the disease clients feared of contracting from others is HIV/ AIDS. Clients feel they are at risk of HIV infection during delivery. This fear has urged some clients to suggest provision of EmOC separately for people living with HIV (PLWHA). They explained that they did not intend for the PLWHA to be stigmatised against, but advocated for separate care for PLWHA in order to avoid risks of HIV infection."…separate care for those PLWHA...I am not saying they should be stigmatised..."
Cleanliness of public health facilities is indication for the client that providers care and is a good quality EmOC. “...Quality delivery care means how the delivery is clean and all including the house/structure…Starting from the housing structure up to instruments…”
“...Many people are staying in one room…we all have bleeding...there is (offensive) smell…if you count there is about 20 beds in one room…this will expose you to diseases...”

Clients therefore look for cleanliness of the public health facilities ensured. The perceived risk of HIV infection is high in compromised quality EmOC provision.
Quality EmOC provision ensures lifesaving care is available all the time. Clients perceived that the availability of EmOC ensures that treatment can be obtained without appointment. In other words, care is always available. “...You will get treated as a client without any appointment...You will finish timely…you will get what you need...”
Quality EmOC provision ensures that clients receive lifesaving interventions whenever they need. Accessibility of service is made possible through having physicians on call beyond the normal working hours, to complement the skills of midwives who run shift duties. “…They (providers who performed operation) were not there (in the public health facility)...they were called and brought by car to save my life...This is very pleasing...”

“...when it was beyond their capacity, they called the doctor around 4am…He (the doctor) came and operated because my blood pressure was high...that is how I am here today...”

Quality EmOC provision is care that comprises compassionate care, emotional support, dignity and respect. Provision of compassionate care is warmly welcoming and treating clients, with humility and respect. “...The delivery service of the hospital is good…They understand your stress…They don’t have pride of being a doctor…When I was in stress...it is the doctor who put my shoes for me…This was not so in the past…he was carrying the IV bag for me. Their care is good especially the doctors…even more, it is good for others in lower position to learn from the doctors…”
Clients expect encouragement from healthcare workers, and encouraging them is identified to help them relief their stress. It gives strength to bear the challenges. “…They warmly welcome you and show you good face...but when you come for delivery care, they treat you badly like a dog...”

“...They were encouraging me. They say “you will be okay”…encouraging for human being is very good thing…They say don’t worry...”
Clients value information and advice they receive from care providers. “…They also are good in information. They write. They have checked us a moment ago...” “…they advise you and tell you what to take care...”
Clients’ perception of quality EmOC include the care for the newborn and how organized and coordinated the care provision is.

“...They check you regularly; they check the heartbeat of the baby...”

“…They did their best to save my life...when it was beyond their capacity; they called the doctor around 4 am…”
“...Everyone takes a good care of you and work together to save your life when you are under stress and difficult situation especially the doctors…”
Discussion 
EmOC provision that ensures availability, accessibility, safety, and good interpersonal relation, well-coordinated and organized care in good physical structure is perceived as providing good quality EmOC. This finding relates to the five categories of clients’ important aspects of care reported by Regula, Miller, Mauger and Marks; namely, treatment, access to care, professional interactions, follow up care and environment of care.12 The clients’ perception of quality of EmOC also complies with the six dimensions of quality as defined by IOM and WHO. The WHO dimensions of quality of care include effectiveness, efficiency, accessibility, acceptability, equity and safety.13 The six dimensions or characteristic of quality of care according to IOM are safety, timeliness, effectiveness, efficiency, equitable and client centred. These dimensions are complementary and synergistic.14
Cleanliness for clients is a safety issue rather than luxury. Clients’ preference of place of delivery includes consideration of the level of the cleanliness of the health care environment. Environmental factors play crucial role in causing health care associated diseases.15 About 1.4 million people suffer from hospital acquired infections at any given time.16 Concern with the safety of EmOC provision conforms to the human and physical resource aspect of the experience of care model that the physical infrastructure and the overall maternity wards are acceptable to all women. 
Availability of EmOC enhances the utilization of EmOC services. Opening hours and availability of doctors and midwives were among the accessibility factors that created good perceptions on access to care and quality care in their study.17 Clients seek care from other providers or stay at home when they perceive service is not available. Literature has shown that one of the reasons for home delivery in Ethiopia is unavailability of health services during nights and weekend hours.18,19 The availability of providers during odd hours to provide EmOC fits with the experience of human and physical resource aspect of the model.20
Compassionate care of providers, listening to clients, encouraging clients, team work of providers and lifesaving care created good experience for clients. This finding was corroborated by Goberna-Tricas, Banús-Giménez and Placio-Tauste that women demanded health professionals to be not only technically skilled but also capable of respecting their autonomy and values as women.21 They craved for health professionals to show a caring attitude and empathy.21 Also, lifesaving interventions created good experience. Patients expressed their gratitude to providers as they felt they were near-miss cases and would have died were it not for the help of the providers.22

Clients were relieved from fear, anxiety and stress when they are encouraged by providers. It gives them the strength to bear the challenges they face. Hospital maternity procedures induce fear, specifically vaginal examination and urinary catheterisation.23 This finding is corroborated by Kabakian-Khasholian, Campbell, Shediac-Rizkallah and Ghorayeb’s assertion that technical care is intimidating for women and makes them to experience discomfort.24
Client’s experience of care is affected by the amount of information they receive and understand.25 Clients expect a clear, sufficient and good provision of information from providers and are less interested when providers give more information without client’s enquiring.  Therefore, clear information should be communicated in a participatory way to the clients. Clients should be fully aware of what is going on and consent before receiving care. Also, informing clients about the care they are to receive ensures the safety and appropriateness of care to the client.
Integrated care refers to the care for the mother and the baby. Clients not only consider the care accorded to them but also that offered to the baby. Care for the mother and the baby should not be seen as separate. Clients perceive quality EmOC and explain both from the care accorded to them and their babies. Studies found that the bond between a mother and an infant is a key feature of a woman’s entry to motherhood which can affect their experience of care.21 Hence, clients look for greater possible contact with their infant following childbirth.

Care coordination refers to how the team works together to save lives. Team work and coordination among service providers was recognised as good practice to save live. Gynecologists/Obstetricians, midwives and nurses were perceived as highly skilled professionals.21 Clients’ experience with care has been affected by lack of team work. Some clients felt neglected or ignored by a provider during the daily ward round because caesarean sections were performed by another provider.22
Conclusion

The client perspective of quality EmOC provision in public health facilities comprised of safety, availability, accessibility, interpersonal relation, care organization and coordination. EmOC provision that incorporates clients’ perspectives creates good experience and enhance its utilization.

Limitations

The study sample was not representative of all clients accessing EmOC in Ethiopia, and a qualitative study paradigm was utilised in the study. Therefore, the result of this study is not generalisable. 
Recommendations

The findings of the study should be utilized by health workers and policy makers to create good experience for clients with client focused EmOC provision. Programs aimed at reducing maternal mortality should ensure provision of EmOC that comprises compassionate care, emotional support, dignity and respect to create positive experience with EmOC and thereby increase met need for EmOC. Public health facilities should maintain cleanliness at all times and build interpersonal skills of providers through training and coaching to provide equitable, ethical, and respectful and client friendly care.
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