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Abstract

PRIMARY HEALTH CARE IN SWAZILAND :

AN EXPLORATION OF WOMEN'S OPINIONS

Nonhlanhla Alucia Sukati, RN, CNM, PhD

University of California, San Francisco, 1996

In this descriptive study, methodological triangulation

was used to gather information regarding Swazi women's

opinions about primary health care services available to

them. A total of 411 women, ages 15 to 77 years, chosen

from 24 randomly selected areas representing rural, peri

urban, and industrial settings, participated. Thirty

participated in five focus group discussions while 381

participated in a survey.

Dependent variables for the study were knowledge,

satisfaction, and quality of PHC. Independent variables

were age, area of residence, region, education, sources of

health information, deceased children, live children, and

health facility utilization. Data was analyzed

quantitatively through descriptive and non-parametric

statistics, analysis of variance, and factor analysis.

Verbal comments were analyzed by generating categories and

themes.

Women showed less knowledge about affordability of the

cost of health care, accessibility of health services, and

availability of rehabilitative services. Women were less
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satisfied with adequate and safe water supply, immunization

services, nutrition promotion and mental health services,

community involvement and environmental sanitation.

Services that received lower quality ratings were

adequate and safe water supply, rehabilitation services,

community involvement, nutrition promotion and environmental

sanitation.

Age correlated negatively with the dependent variables.

Education level completed had significant results on

knowledge (p< . 01), satisfaction (p< .001) and quality rating

(p< . 011). Region accounted for 9%, 10% and 12% of the

variance in knowledge, quality rating, and satisfaction,

respectively.

Widely used sources of health information were

radio and health talks but were criticized for not

addressing community needs.

About 23% of the women with children had at least five

live children. Child death was reported by 143 (40.7%) of

351 women. About 57% of the deaths were infant deaths and

27.4% occurred between the ages 1 to 5 years.

A model of quality health care for women in Swaziland

should incorporate economic self-sufficiency, adequate and

safe water and food supply, control over reproductive

functions, accessible health care, socio-economic supports,

environmental sanitation, involvement of men, and formal

education.
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CHAPTER ONE

THE STUDY PROBLEM

The purpose of the research study was to identify

and describe Swaziland women's opinions of the quality of

primary health care being implemented in the country.

Differences among women living in rural, peri-urban and

industrial areas in relation to knowledge of primary health

care (PHC), satisfaction with health care, their opinions

about the quality of PHC, and concerns in health matters

were examined.

The purpose of the research study was to identify

and describe Swaziland women's opinions of the quality of

primary health care being implemented in the country.

Differences among women living in rural, peri-urban and

industrial areas in relation to knowledge of primary health

care (PHC), satisfaction with health care, their opinions

about the quality of PHC, and concerns in health matters

were examined.

Background to the Problem

Concerns with the quality of health care have been

an area of focus for a number of decades. Initial

approaches to assuring the quality of health care were

through professional control of practitioners to ensure the

competence of all members of a profession in providing the

best possible care to clients (Palmer, 1991). In addition

to licensure, audits have also been utilized in quality
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assurance programs to evaluate the quality of care rendered

(Taylor & Haussmann, 1988). With time, however, exclusive

professional control and regulation of practice as a means

of providing quality of care has eroded (Berwick, 1988) due

to a number of factors outside the control of professionals.

Such factors have included the growing power of consumers of

care and their demand for information concerning quality

(Larrabe, 1995; Leming, 1991); efforts by health care

settings to reduce liability through quality control

(Genovich-Richards, 1994); and, the rising costs of medical

care and subsequent efforts to reduce such costs (Ebener,

Baugh & Formella, 1996; Larrabe, 1995; Berwick, 1988).

Findings from a number of publications indicate that

consumer input should be solicited by health care providers

if health strategies are to succeed (Lang & Marek, 1990).

In the last three decades a number of activities, such as

systematic evaluation of patient complaints, patient

participation in governing bodies, and patient reports

(satisfaction research) have been conducted in order to

assure and improve the quality of care rendered (Wensing,

Grol & Smits, 1994). The literature is increasingly

emphasizing the assessment of the quality of care from the

perspective of the consumer as one important aspect of the

evaluation of quality care.

Even though vast amounts of literature on the
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assessment and evaluation of the quality of care exist, they

have primarily focused on problems of clinical medicine and

individual patients with most of the studies having been

conducted in hospitals and the majority in developed

countries (Roemer & Montoya - Aguilar, 1988). Little has

been done to evaluate the quality of primary health care

(PHC) and consider how that quality can be maintained

(Nicholas, Heiby & Hatzel, 1991). PHC has a key set of

goals that include equity, effectiveness, and affordability

by both the government and communities. In addition, PHC has

to be socially and culturally acceptable and function

through active participation of communities in the

development and implementation of health services (Hussein,

Adeyi, Bryant & Cara, 1993).

So far, very little information exists about the

impact of PHC on client outcomes (Holzemer, 1994).

Swaziland has not been an exception to this state of affairs

in the evaluation of its PHC strategy.

The Country and Population

The Country

Swaziland, a Kingdom, formerly a British protectorate,

has been independent since 1968. She is a landlocked

country bordered on the north, west and south by the South

Africa and on the east by Mozambique. The land surface area

is approximately 6, 70.7 square miles (World Almanac, 1995).

Swaziland has a parliament that is partly appointed by
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the King and partly elected. The country functions under a

dual system of control, that is, the "official" political

government and the "traditional" chiefs system. The

"official" government consists of a judiciary, parliament,

prime minister, cabinet and ministries and is centralized in

Mbabane, the capital city, from which it exercises

jurisdiction in the four political regions of the country--

Hhohho, Lubombo, Manzini and Shiselweni (Ministry of Health

[MOH] , 1987; 1988).

The territory of Swaziland is divided into two

categories--Swazi nation land (SNL) and land that falls

outside this jurisdiction. SNL is the property of the

King and comprises approximately 60% of the surface area of

the country (MOH, 1992), and represents the rural

traditional sector of the country. People living on SNL are

governed by 183 traditional chiefs who owe fealty directly

to the king. For administrative purposes, the chiefdoms are

combined into 50 larger units called "tinkhundla" (MOH,

1995). Land outside SNL consists of urban, peri-urban,

commercial, industrial, privately owned, and foreign

concessions land.

The Population

In 1992, the population was estimated to be about

822, 000 (UNICEF, 1994). About 80% of the population live in

rural areas (MOH, 1988). Ninety-seven percent of the people

are of African descent and 3% are of European descent (World



Almanac, 1995). The language of the Swazi people is

Siswati, however both English and Siswati are official

languages.

The 1986 census revealed that about a third of the

population is illiterate, that is, can neither read a

Siswati newspaper nor express their ideas in writing.

Although the national proportions for males and females are

identical (36% males, 37% females) breakdown by age shows

older women significantly less literate than older men

(Ministry of Education [MOE], 1994).

The population of Swaziland is fairly young with

persons aged 0 – 15 years accounting for 44% of the population

(UNICEF, 1994). Total life expectancy at birth is 57 years

(UNICEF, 1994)

Statement of the Problem

The 1978 Alma-Ata declaration provided a vision of

health that would entitle all people to a level of health

permitting them to lead socially and economically productive

lives by the year 2000 (Ardayfio-Schandorf, 1993). Measures

that would ensure such a situation revolved around the

implementation of the primary health care (PHC) principles

of universal availability of health services based on need

and at an affordable cost; community involvement in

decisions about health care; provision of health promotive,

disease preventive, curative and rehabilitative care;

intersectoral collaboration and coordination in the



provision of care; and, accessibility and acceptability of

care (WHO, 1978) .

In 1983 the Swaziland government adopted a

comprehensive PHC system as the strategy for improving the

health of the Swazi people (MOH, 1983). Prior to 1983,

health services in Swaziland were largely urban-based,

hospital oriented and curatively biased (MOH, 1983; Yoder,

1989) .

As a means to fulfilling the country's commitment to

the World Health Organization's goal of health for all, a

number of services and programs have since been instituted.

As part of the PHC strategy, the Ministry of Health

introduced a policy of decentralization. Each of the four

regions has a Regional Health Management Team which oversees

the functioning of the health services in their area. In

addition, training of community health workers selected by

their respective communities was embarked upon. Because the

initial focus was on rural areas, this cadre of health

providers was called "rural health motivators" (RHMs). In

each region, a number of clinics and health centers have

been built, especially in rural areas, to meet health needs

of the people. A majority of health care providers in the

country are nurses.

Prior to 1983 Swaziland's major health problems fell

into three general categories: maternal and child health

problems; infectious and communicable diseases; and



nutritional problems (MOH, 1983). As such PHC endeavors

since 1983 have primarily focused on maternal and child

health (Myeni & McGrath, 1990) as evidenced by programs

related to immunization, maternal-child health including

family planning, nutrition, and control of infectious

diseases (particularly diarrheas and acute respiratory

infections) (MOH, 1983, 1987).

Three reviews of PHC in the country have been

conducted since its inception (MOH, 1984; 1987; 1992) but

the focus has mainly involved evaluation of clinics, health

centers and hospitals from the providers' perspective. Very

little effort has been placed on the evaluation of the

quality of PHC from the perspective of the users, especially

women who are major recipients of health care programs.

Purpose of the Study

The purpose of the research study was to identify

and describe Swaziland women's opinions of the quality of

primary health care (PHC) being implemented in the country.

Differences among women living in rural, peri-urban and

industrial areas in relation to knowledge of primary health

care, satisfaction with health care, their opinions about

the quality of PHC services, and concerns in health matters

were examined.

The descriptive study utilized triangulation of

in-depth interviews, focus groups, and survey methods. The

major impetus for the study was the fact that since 1983 the



8

majority of health care programs in Swaziland have primarily

focused on maternal and child health programs (Myeni &

McGrath, 1990) with a bias toward rural areas (MOH, 1983).

A number of evaluation activities have been implemented to

assess the impact of the health programs through examination

of clinic or hospital records, interviews with health care

providers and interviews with community leaders (MOH, 1984,

1987, 1992). One survey that collected data from over 4,000

women between the ages of 15 to 49 only assessed specific

health conditions (MOH, 1988). Even though women in

Swaziland are the intended recipients of a majority of the

services within PHC in the country, no studies had attempted

to evaluate women's perceptions about the quality of care

they receive.

The specific objectives for the study were:

1. To identify the level of Swaziland women's

knowledge about PHC.

2. To assess the women's level of satisfaction

with available health services.

3. To explore women's opinions about the

quality of PHC services in Swaziland.

4. To identify health care needs being met and

not being met expressed by women in Swaziland.

5. To assess the level of Swaziland women's

contribution in planning health services in their

communities.



Significance of the Study

The PHC approach to health care delivery in

Swaziland has been in place for a decade with women and

children being the major targeted recipients of health

services. One of the tasks that health care providers

operating within a PHC framework have to deal with is

identifying, describing and understanding the health

experience of populations and analyzing the factors that º

affect their health. In a quest for fully understanding the

impact of health services on a population, the consumers of

the services must be involved in the evaluation process

(Vuori, 1982).

The success of health care systems based on PHC

depends on their ability to deliver care that improves the

health status of the majority of the population

(Mitchell, 1993) in a manner that takes into consideration |

the social environment, values and beliefs of consumers

because these affect their interpretation of the importance

to be placed on their health and health care (Holzemer,

1994). Gathering information related to client judgements

of the quality of health care is considered vital because

the judgements serve as inputs for improving provider and

setting processes in the provision of care (Naylor, Munro &

Brooten, 1991). The level of consumer satisfaction with

services is vital because it may be inferred to reflect the

quality of care rendered (Roemer & Montoya-Aguilar, 1988).
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Identification or measurement of consumers' perceptions

about health care is very significant because it is one

important aspect of care that will provide information and

knowledge about what consumers perceive as essential. An

evaluation of women's perceptions about the quality of PHC

in Swaziland will significantly contribute to the

development of a data base that will be of help in designing

future health services that recognize and incorporate the

users' values and needs.

Overview of the Dissertation

The study problem has been presented in Chapter One and

the country, its people, and the health care delivery system

have been described.

In Chapter Two the adopted conceptual framework for the

study is presented. In addition, literature on studies done

outside Swaziland is presented and critiqued.

Chapter Three discusses the study design and data

collection methods. The sample, sampling procedures and

sample size are reported. The consent process is outlined

and data collection procedures for the focus groups and

survey are explained. Methods for analyzing data are

discussed.

In Chapter Four, findings from the focus group and

survey data are presented. Data from women residing in

rural, peri-urban and industrial settings are compared to

ascertain differences of opinions among the women.

;
º

.
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Quantitative and qualitative data are also compared to

identify areas of congruence and divergence.

Chapter Five presents the interpretation and

discussion of the study findings. The strengths and

limitations of the study are described. Implications for

nursing education, practice, research and theory are

explicated. Policy directions for women's health

are suggested. Directions for future studies are stated and

final conclusions are drawn.
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CHAPTER TWO

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

This chapter reviews related literature on the

quality of care in developing countries including the

assessment of patient perceptions of quality of care and

assessment of provider perceptions of quality of care. A

conceptual framework for considering quality of care within

a primary health care (PHC) perspective is presented.

Introduction

Concerns about the quality of health care that people

receive have been expressed for a long time. Historically,

efforts to describe, measure and assure quality began

primarily among physicians (Palmer, 1991) with initial

efforts at assuring quality of care revolving around

ensuring the competence of members of the profession through

licensure. With time, however, exclusive professional

control and regulation of practice as a means of providing

quality care was eroded (Berwick, 1988) with numerous

authors stating that the assessment of quality must involve

the consumers as well as the providers of the service

(Donabedian, 1978).

Most of the efforts at describing and defining the

quality of care have primarily focused on problems of

clinical medicine and individual patients, with most studies

having been conducted in hospitals, the majority in

developed countries (Roemer & Montoya-Aguilar, 1988). A
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number of countries, particularly developing countries, have

adopted the primary health care (PHC) strategy (WHO, 1978)

as a means for the delivery of health care to a majority of

their people. In spite of the fact that PHC as a concept is

now in its second decade, very little conceptualization

exists for viewing quality of care within PHC. Despite the

general acceptance that both consumers and providers must

participate in the evaluation of quality of care, very

little has been done to evaluate the quality of PHC and to

consider how that quality can be maintained (Nicholas, Heiby

& Hatzel, 1991; Roemer & Montoya-Aguilar, 1988). Very

little information exists about the impact of PHC on client,

provider and setting outcomes (Holzemer, 1994).

A number of services were specified at Alma-Ata that

were to form the basic elements of any health care system

based on PHC premises (WHO, 1978). The majority of these

services target women and children as major recipients of

care. To date, very little information exists on how women,

as major recipients of care within PHC, evaluate the quality

of care they receive.

Overview of Relevant Research

In his definition of quality of care, Donabedian (1969)

divided the construct into the elements of structure,

process and outcomes. In advocating for a focus on the

outcomes in assessing the quality of care, Donabedian (1978)
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emphasized that information to such an assessment should be

obtained from both the consumers and providers of care.

Findings from a number of publications indicate that

consumer input has to be solicited by health care providers

if health strategies are to succeed (Lang & Marek, 1990;

Reeder & Chen, 1990; Alderslade, 1990). Furthermore, a

consumer perspective is thought to significantly contribute

to the evaluation of structure, process and outcome of care.

In the last three decades a number of activities, such i
as systematic evaluation of patient of patient complaints, º

patient participation in governing bodies and patient ■

reports (satisfaction research) have been conducted in order |

to assure and improve quality of care rendered (Wensing,

Grol & Smits, 1994). Both medical and nursing personnel

have assessed patient satisfaction with care as one aspect

for evaluating the quality of care received.
º

In the following section, studies (case studies

excluded) conducted in developing countries with a major

focus on primary health care (PHC) and/or health facility

utilization were reviewed. Criteria used in evaluating the

studies included the key PHC concepts of availability,

accessibility, acceptability and affordability of health

services through community involvement/participation and

inter-sectoral collaboration. Additional criteria included

the involvement of consumers or providers in evaluating

health services and the assessment of quality and
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satisfaction with services from the perspective of either

the users or providers of care. Seven studies that addressed

some of the criteria were identified from 1988 through 1994

and are presented and critiqued chronologically starting

with the earliest.

Paine and da Gloria Wright (1988) conducted a study

whose aim was to "find out if consumers were satisfied with

accessibility of services and with the role performance of

physicians" (p. 390). Two hundred and forty-five respondents

(n = 172 females, n = 73 males) were interviewed in a

dormitory (section) of Brasilia, Brazil. The interview

schedule utilized to gather data consisted of three parts:

1) satisfaction with accessibility of health services (6

items), 2) satisfaction with physicians' role performance (8

items), and 3) satisfaction and knowledge about the

community health center (5 items). Response options for all

the items were yes, no, and no opinion. On the

accessibility of health services, 37% of the respondents

felt it was too much trouble to be seen by a doctor while

43% stated that the wait at the outpatient clinic was too

long. Seeing a doctor during the day was easy for 58% of

the respondents and during the night for only 33%. In

evaluating satisfaction with the physicians' role

performance, 75% felt that the doctor spent enough time with

them and 8.2% were satisfied with the care provided but 62%

doubted what the doctor said. Satisfaction with and
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knowledge about the community health center revealed that

even though 95% wanted the health center only 34% felt that

it met their expectations and 27% thought that the attention

they received was satisfactory. This study revealed that

accessibility of health services and acceptability of care

by the users was an area needing great focus and

improvement. In addition, the study also evaluated

consumers' satisfaction with available health services.

Using the same sample described above, Paine and da

Gloria Wright (1989) evaluated the data to identify why

people delayed seeing a doctor even though health services

were free. Respondents were asked to base their responses

on the last visit to the health center and their responses

were analyzed based on whether they had seen a doctor less

than a month, one-to-three months, or more than three months

after experiencing a health problem. Those who delayed

seeing a doctor for three months or more (n = 159) were the

most likely to state that one has to wait too long to be

seen at the outpatient clinic, that doctors were unable to

help them/prevent disease, that it was too much work to see

the doctor, that they doubted what the doctor said, and that

wanted to try several doctors before finding the best one.

This was in spite of their statements that they knew that in

most illnesses it is the doctor who can help the most, that

one is sick less often if he/she followed the doctor's

advice and that prescription medicines were better than home
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remedies. This study did not directly assess any of the PHC

criteria but involved consumers in the evaluation of

available health services through identifying individuals's

perceptions of the difficulties involved in seeing a doctor.

Onye jiaku, Holzemer, Morrow, Olabode and Rogers (1990)

reported findings from a PHC project in Nigeria. The aim of

the evaluation was to answer the question "what has been the

impact of nurses' home visits, nursing interventions, and

community mobilization activities upon the health status

indicators of children and mothers and the needs of the

community as perceived by the community during a nine month

intervention period" (pp. 265-266). A quasi-experimental

design utilizing two villages (one experimental and the

other a control) was implemented and data was collected

using community and family assessment forms which were based

on the components of PHC. Fourteen female nurses

implemented the project. A 19% random sample of family

assessment records (n = 128 experimental, n = 100 control)

provided data for the evaluation. Nurses recorded 634

problems on the 228 charts and made 1, 139 interventions for

the problems identified with a significant difference

between the control and experimental groups on the number of

interventions received. The interventions resulted in

significantly reduced problems for the families. This is

one of a few studies that have demonstrated the impact

nurses have on the planning, implementation and evaluation
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of PHC activities and the impact of nursing interventions on

health outcomes at the community level. Though not directly

stated in the evaluation, community participation, provision

of accessible and affordable care, availability of health

services to the community and inter-sectoral collaboration

were the criteria indirectly evaluated by health care

providers in this study.

El-Shabrawy and Eisa Ali Mahmoud (1993) conducted a

study to estimate patient satisfaction with respect to PHC

services in Riyadh City, Saudi Arabia. A survey was

conducted with 900 household heads identified through a

systematic sampling of files from 14 randomly chosen PHC

centers. Respondents evaluated the health center and

patient-physician relationships. Forty percent (n = 360) of

the respondents were dissatisfied while 60% were satisfied

with the services rendered. Even though the concept of PHC

is used, in this study it refers to the health center, not

as a strategy for health care delivery. Criteria addressed

by the study were patient/consumer satisfaction with

services which the authors also equate with acceptability of

health services. Affordability (cost) was also discussed

with 19.4% of respondents stating that the cost was too

high. Accessibility, addressed in the study as distance to

the center and the center's working hours, was addressed

with 120 respondents stating that the center was too far and

70 mentioning that the working hours were unsuitable.
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Mansour and Al-Osimy (1993) conducted a study whose

aims were 1) to assess patients' satisfaction level with

different aspects of PHC services, and 2) to determine

strategies for improvement as perceived by the patients.

Three hundred patients (n = 100 per center) systematically

chosen from three PHC centers serving the largest population

in Riyadh City were interviewed using an instrument with a

four-point rating scale of 40 statements measuring

satisfaction. The items were grouped into six categories,

that is, accessibility, continuity, humaneness,

thoroughness, informativeness and effectiveness. An open

ended question eliciting suggestions for improving services

was included. Seventy-nine percent of the respondents were

female. Respondents were moderately satisfied with health

care. On accessibility of services respondents in all three

centers were least satisfied with "waiting time", "posters

used in the center" and "phone for consumers". The two

criteria addressed by this study were accessibility and

consumer satisfaction. The description of PHC is not global

and focuses only on health services that take place at the

health center.

McPake, Hanson and Mills (1993) evaluated the impact of

the Bamako Initiative, which aims at strengthening PHC using

community financing and community participation and

management, in four counties in Africa. The study viewed

community financing as a form of community participation.
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The rapid assessment approach was utilized with data

collected through household surveys, focus group

discussions, patient exit polls, and document and records

review. Sample sizes were not specified. The study found

that maintaining access to health services for marginalized

groups was a problem; affordability was restricted to

minorities for basic services but also to the majority for

higher level services; and, that the quality and fappropriateness of health care could be evaluated by

gathering information on the community's perception of º

º
quality. It also suggested that the input of professionals *-

º
should be sought in the evaluation of the quality. Criteria --

-

addressed by this study were accessibility, affordability -

and assessment of the quality of health services by the |

consumers. However, Annet and Nickson (1991) criticized the º
approach of equating community financing with community Ç
participation when they stated that "participation in -
financing health care should not be equated with the active

involvement of community members in identifying and

responding to their own health needs" (p. 3).

Gilson, Alilio and Heggenhougen (1994) conducted a

study that evaluated community satisfaction with PHC

services in a region of Tanzania, noting that

satisfaction has rarely been the explicit focus of

assessment in developing countries. The study utilized

qualitative methods of in-depth interviews with key
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informants, focus group discussions with women and community

leaders, and informal conversations to assess the villagers

expectations and experiences with available health care.

Seventeen villages provided the sample for the study (over

1,000 villagers). The study found that many villagers use

both traditional and western medicine depending on the

illness. Reasons given for the use of traditional healers

were 1) their effectiveness; 2) having no money for hospital

treatment; and 3) consulting a traditional healer took less i
time so that people could continue with their farming

activities. ■

Gilson, Alilio and Heggenhougen (1994) also reported ■
that villagers had stated that maternal-child health -

services, especially immunization, had reduced the incidence l
of problematic illnesses/diseases. Other areas evaluated by C
this study were : C

1. overview of dispensaries' (clinics) performance -
against community expectations which showed that about two

thirds of the villagers were satisfied with the

performance. Those dissatisfied complained about lack of

drugs and abusive or unskilled providers;

2. community perceptions of structural quality.

Villagers from seven villages without their own dispensary

thought that distance from home was a difficulty for them

especially with respect to night or labor emergencies. In

addition, lack of space in the building for patients to rest



22

while awaiting treatment was criticized and poor staffing

patterns and lack of equipment were thought to contribute to

substandard care;

3. community perceptions of the process of quality

were assessed by villagers expressing the view that workers

had good curative skills, however, diagnostic skills were

considered poor because of failure to listen to the patient

and not using necessary instruments, such as a thermometer,

to check the existence of a symptom. Poor interpersonal

skills and failure to explain the use of medications were

described by the villagers as contributing to poor quality;

4. performance of health centers against community

standards was also evaluated with villagers noting that they

hardly used certain of these facilities either because they

were too far or because they could get better services at a

nearby facility. What villagers wanted the most were

skilled staff, equipment, drugs and good staff attitudes.

This study addressed several of the criteria such as

accessibility, acceptability, availability of health

services, consumer satisfaction with available services and

the assessment of the quality of care rendered by the users.

Even though there is no mention of community involvement in

the planning and implementation of health services, there

was a lot of it in the evaluation conducted in this study.

In summary, the studies presented have evaluated
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various aspects of health care delivery in developing

countries. Two studies (Paine & da Gloria Wright, 1988;

1989) evaluated the care provided by physicians at

a health center and reasons why consumers delayed seeking

health care without specifically addressing PHC. Another

two (El Shabrawy Ali & Eisa Ali Mahmoud, 1993; Mansour & al

Osimy, 1993) evaluated patient satisfaction with PHC

services. However, the latter studies only evaluated the

performance of health centers and did not address a number

of the elements considered to be part and parcel of PHC,

such as sanitation, and safe water supply at the respondents

areas of residence. McPake, Hanson and Mills (1993) focused

on community financing as a way of community participation

in health care . Such a focus only addresses issues of

access to and affordability of health care ignoring the

other aspects thought to be vital for the success of PHC.

Onyejiaku, et al., (1990) evaluated a PHC project that was

community based. This study is one of a few that has

assessed the impact of nurses in PHC. The presence of

nurses in the community ensured the delivery of services

that addressed a majority of the vital components of PHC.

Gilson, Alilio and Heggenhougen (1994) demonstrated that

communities are capable of evaluating the process and

structure of PHC delivery. Various aspects of PHC were

evaluated and critiqued. This study allowed "community

voices to be heard" and affirmed "the importance of their
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experience for health care planning (Gilson, Alilio &

Heggenhougen, 1994, p. 780). Only one study (Onyejiaku et

al., 1990) addressed efforts made at initiating and

implementing inter-sectoral collaboration to resolve

identified community problems.

Conceptual Framework for Quality in PHC

Quality of Care

Donabedian's (1978) model of viewing the quality of

care by focusing on the elements of structure, process and

outcomes enables those evaluating the quality of care to

focus on the setting attributes where health care delivery

occurs (Donabedian, 1978; 1982); the process of care as it

relates to both patient activities in seeking care as well

as carrying it out (Donabedian, 1990) as well as providers'

activities in rendering care; and, the outcomes of care as

reflected by patient focused outcomes such as satisfaction

with care, changed behavior, knowledge as well as health

status (Donabedian, 1969; 1978).

Donabedian (1978) highlighted the importance of the

linkage between structure, process and outcomes by stating

that "the quality of care cannot be fully comprehended or

successfully assured without understanding how structure

influences process and process influences outcome" (p. 7), an

observation further supported by Brett (1989) who stated

that "the process of care is related to the outcome of care,

s
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and that the structure in which the process of care occurs

either enhances or hinders the effectiveness of care"

(p. 335). The use of these three elements in quality

assessment provides the assessor an opportunity to have an

overall picture of the health care system or program which

aids in the interpretation of findings (Donabedian, 1990).

Donabedian's traditional model of evaluating the

quality of care according to the elements of structure, *

process and outcomes has been expanded upon and made clearer º
by the incorporation of the perspectives of the client, º

provider and setting (Holzemer, 1992; 1994), thus enhancing ■

the reversal of a hitherto domination of quality assessment ■
-

by professionals with very little input from the consumers -

(Donabedian, 1978). Such an approach is supportive of

Alderslade's (1990) observation that services that are

without reference to the consumer will no longer suffice as :
a foundation for health service development.

Assumptions of Quality of Care Assessment

1. Quality of care is a function of interactions among

structural inputs, process activities and outcomes.

2. Consumers have values and expectations which they utilize

in the evaluation of the quality of care.

3. Consumers' perceptions are one important indicator of the

quality of care.

4. Consumer evaluations of care are fundamental in improving

the quality of care.
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Primary Health Care

The PHC concept is based on five underlying principles

whose aim is to ensure an acceptable level of health care

for the majority of the people. The five principles are: 1)

universal availability of health services based on need and

at an affordable cost; 2) community involvement in decisions

about health care; 3) accessibility and acceptability of

care; 4) intersectoral collaboration and coordination in the

provision of health care; and, 5) provision of promotive,

preventive, curative and rehabilitative aspects of care

(WHO, 1978; Vuori, 1985; Collado, 1992; Dykeman & Ervin,

1993) .

PHC aims at reorienting health care to provide services

that are accessible, cost effective and relevant to the

needs of the population, with community involvement and

intersectoral collaboration as means for providing effective

and comprehensive essential care to the people (Vuori, 1985;

Collado, 1992). As a philosophy, PHC is characterized by

social justice and equity, self-responsibility and community

development (Collado, 1992).

In PHC consumers can be patients, healthy individuals,

families, small groups or communities (Sawatzky & MacDonald,

1994; Holzemer, 1994) with greater emphasis placed at the

aggregate level (Mitchell, 1993; Alderslade, 1990). PHC

operates within and takes into consideration the social

*
º = -
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environment, cultural values and beliefs of consumers

because these affect their interpretation of the value

to be placed on their health and health care (Holzemer,

1994; Butterfield, 1990; Kurtz & Chalfant, 1984; Sbaih,

1993).

Assumptions of Primary Health Care

1. Health is a fundamental human right.

2. Health is an individual and collective responsibility

requiring promotion of participation and intersectoral

collaboration.

3. Health is an equal opportunity concept emphasizing

universal coverage with essential health service that is

effective, efficient and affordable.

4. Health is an essential element of socio-economic

development and must be seen as an integral component of

development not as a result of the process of development.

Conceptual Framework

Quality of care in PHC can be described as the

judgement or evaluation of the socially derived ways, means,

structures and personnel established to meet the health

needs of society, and the relative effectiveness of the care

based on societal values in maintaining or improving the

health status of consumers of care (Kurtz & Chalfant, 1988;

Brett, 1989). Such a description assumes the consideration

of client, provider and setting perspectives in relation to

==
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structural (context) factors and processes implemented on

the outcomes of care.

Quality of the structure (context/input), process

and outcomes of care in PHC must be evaluated using the

perspectives of the client and providers of care. The PHC

principles would be the dimensions used for such an

evaluation.

Since quality in PHC has been described as a

judgement or evaluation of all the elements that are

put in place to implement the strategy, this suggests that

outcomes should be the area of focus in assessing the impact

of PHC on the client, the provider and the setting

(Holzemer, 1994; Mitchell, 1993) . Client outcomes that

include qualitative judgements of the quality of health care

must serve as inputs for the provider and setting processes

which in turn will influence the provider and setting

inputs. Likewise, provider outcomes should have an impact

on the setting context and processes in addition to serving

as input for provider processes. Setting outcomes serve as

a general reflection of all the elements that go into the

provision of care inclusive of client and provider aspects.

Linking outcomes to processes provides guidance for

improving the quality of care (Naylor, Munro & Brooten,

1991) .

Research on PHC, particularly in settings where PHC has
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been the system of care for a number of years, should be

guided by the principles irrespective of the specific health

programs or elements being evaluated. Emphasis must be

placed on the measurement of outcomes because they are

likely to reflect what is going on at the client, provider

and setting level. Outcomes have the potential of

indicating where revisions or further improvements need to

be made at the process or delivery level.

The purpose of an evaluation will dictate which of the

five dimensions of PHC, as described by the principles, and

aspects (such as provider/process) will be selected as an

area for focus. The PHC principles as dimensions of its

quality must be quantified because quality itself can be

evaluated only by comparison with something else. The

specification of quantifiable indicators can help assess

progress or lack thereof. However, the success of health

care systems based on PHC depends on their ability to

deliver care that improves the health status of the majority

of the population (Mitchell, 1993).

Revisitation of the PHC principles and Donabedian's

elements of structure, process and outcomes viewed from the

perspective of the client, the provider and the setting as a

means of achieving quality of care is a necessary step

toward achieving the PHC goal of health for all. For

Swaziland, the evaluation of current health services from

the perspective of women as major recipients of care would

:
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greatly influence the shape and content of future health

care services that are consumer friendly.

Definition of Terms

1. Age: Refers to the age of the respondent in years.

2. Health services for women: Health programs in Swaziland

that target women as major recipients of care including, but

not limited to, maternal health and family planning

services.

3. Industrial setting: Residential areas in Swaziland within

foreign concessions land.

4. Knowledge of primary health care : Verbal or written

articulation of the five principles of primary health care.

5. Peri-urban setting: Residential areas within an eight

kilometer radius from a city or town center in Swaziland.

6. Primary health care : Health care delivery in accordance

with the World Health Organization's principles described at

Alma-Ata.

7. Rural setting: Residential areas on Swazi nation land

governed by a traditional chief.

8. Sebenta: The adult literacy program in Swaziland.

9. Swazi women: Females of ages 15 years and above who are

Swazi nationals by descent.

10. Quality of primary health care: Women's

judgements/evaluations of the efficiency and effectiveness

of health services and personnel established to meet their

needs.
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CHAPTER THREE

METHODOLOGY

Research Questions

The study sought to provide answers to the

following questions:

1. What is the level of Swazi women's knowledge about

primary health care?

2. How satisfied are Swazi women with primary health care

services available to them?

3. What are women's perceptions about the quality of primary

health care services in Swaziland?

4. What are the perceived health care needs expressed by

women in Swaziland?

5. What is the level of women's participation in health care

in their communities?

6. Is the Swazi woman's age, education and area of residence

associated with overall knowledge of, satisfaction with, and

rating of the quality of primary health care?

7. What sources of information do women use to gain

knowledge or learn about health care goals or strategies?

Research Design

A descriptive design was utilized to identify the level

of Swaziland women's knowledge about primary health care

(PHC), describe their level of satisfaction with health

services, identify their perceptions about the quality of

PHC services available to them, identify the needs, both met

=
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and unmet, expressed by the women, and assess their level of

contribution in the planning of health services in their

communities. A triangulation approach was used utilizing

in-depth discussions in focus groups and survey methods

through face-to-face interviews.

Triangulation, the use of a combination of research

methods to study the same phenomenon (Denzin & Lincoln,

1994) was used. Specifically, the between method

triangulation which utilizes different methods on the same

study sample (Burgess, 1984) was used in this study.

Triangulation allows for convergent validation of findings

(Sandelowski, 1995) .

The focus group technique has primarily been used in

marketing research (Morgan, 1988; Basch, 1987) but is

increasingly being used in a variety of disciplines because

of the advantages the technique offers in improving the

planning and design of new programs, evaluating existing

programs, and producing insights for marketing a service

(Krueger, 1988). The investigator used focus groups as a

means to evaluate PHC for women in Swaziland. The use of

focus groups is considered superior to individual interviews

because the dynamics within a group have the potential of

generating more authentic information (McDaniel & Bach,

1994).

>
º
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Setting

The study was undertaken in 24 out of the 25

randomly selected census enumeration areas (EAs) from a

listing of those areas used for the 1986 national census

(Central Statistics Office, 1987). Twenty-one (21) EAs were

used for the survey and three for focus group discussions.

Three industrial, six peri-urban and 15 rural EAs were used

to select women for the study. Specific sites which were

used included homes, markets, shops, bus stops, clinics, a

hospital, a health center, a community meeting site, and a

school. All four political regions of the country were

represented in the study.

Sample, Sample Size and Sampling Procedure

Inclusion/Exclusion Criteria

Criteria for inclusion in the study were: 1) being

a Swazi woman by descent; 2) age 15 years and above; 3)

consent to participate in the study; and 4) residence

at the selected EA at the time of the study. Women in the

country who were expatriates or refugees were excluded from

the study. Women with auditory and vocalization impairments

were also excluded from participation.

Sampling Procedure

A numerical list of Swaziland's 1,080 census

enumeration areas (EAs) used in the 1986 census (Central

Statistics Office, 1987) was obtained by the investigator.

The EAs were first stratified according to urban, rural and
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industrial settings. Using a table of random numbers

(Shott, 1990) a random 2% sample of the stratified EAs then

formed the sampling units for the survey. A total of 22

sampling units were selected. The unselected stratified EAs

were then written on pieces of paper which were the tossed

in three boxes. A three-year old child, with eyes closed,

was asked to pick one piece of paper from each of the three

groupings. The selected papers then formed the three EAs

that were used for focus groups.

Sample Description

A total of 411 women participated in the study. Two

types of subsamples were selected. Subsample 1 constituted

the focus groups and subsample 2 participated in the survey.

Subsample 1 consisted of 30 women who participated in

five (5) focus group discussions. The participants in focus

group discussions were grouped according to age and area of

residence. The three age groups were 15 to 19, 21 to 30 and

above 40 years. Two of the focus groups were conducted in a

rural area (n = 8 women aged 15 – 19 ; n = 5 women above 40

years), another two in a peri-urban setting (n = 6 women of

ages 21–30; n = 3 women above 40 years) and one in an

industrial setting (n = 8 women of ages 21 to 30).

Subsample 2 involved 381 women who participated in

the survey's face-to-face interviews. Ten percent (n = 39),

18.8% (n = 72) and 70.9% (n = 270) were interviewed in

industrial, peri-urban and rural settings respectively. The

=
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political regions were represented in the survey as follows:

Hhohho 23.88% (n=91), Manzini 47.77% (n=182), Shiselweni

14.96% (n=57) and Lubombo 13.39% (n=51).

Sociodemographic Characteristics

Of the 411 women who participated in the study, 7.3%

(n = 30) participated in the focus group discussions and

92.7% (n = 381) responded to the survey. Table 3. 1 presents

some of the demographic data from both the survey and focus

group participants.

Table 3.1 : Women's Demographic Data ("n=381; *n=30)

Variable Range Mean SD Survey FGD
Frequency (%)

Age *15 – 77 33. 18 14.88
°17–56 27.1 11 . 57

Unknown 5 (1.31)

Marital Status
Single 154 (40.4) 12 (40)
Married 199 (52.2) 17 (56.7)
No Longer Married 26 (6.8) 1 (3.3)
Not Stated 2 (0.5)

Education
Elementary 108 (28.4) 7 (23. 3.)
Secondary 69 (18. 1) 3 (10)
High School 43 (11. 3) 9 (30)
College 14 (3.8) 1 (3.3)
Sebenta" 10 (2.6) 1 (3.3)
None 137 (35.9) 9 (30)

Note: Percents sum may not equal 100 due to rounding
Education refers to the education level completed
FGD refers to focus group discussions

* is data from survey subsample
* is data from focus group subsample
° is the adult literacy program in Swaziland

s
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Instruments

The Swaziland Women's Opinions of Quality of

Primary Health Care Survey questionnaire (see Appendix

A) and the Group Discussion guide (see Appendix B),

developed by the investigator, were used.

Demographic data were collected using a demographic

sheet (see Appendix C).

The Swaziland Women's Opinions of Quality of

Primary health Care Survey has four (4) parts. Part I

measures knowledge of PHC activities and consists of

categorical (true/false) items; Part II evaluates

satisfaction with PHC and has items that are answered

on a 4-point scale and categorical (yes/no) items; Part

III rates the quality of PHC and is answered on a 4–

point likert scale. Part IV consists of open-ended

questions.

Content validity of the two instruments was

established by having nursing faculty with expertise in

PHC review the content of the tools. Translation of

the tools into Siswati was done with the assistance of

a health education specialist at the Swaziland

Institute of Health Sciences.

The demographic sheet (see Appendix C) records

demographic variables including age, education, area of

residence, marital status, number of children and

health facility usage.
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Pre-testing

Following translation of the study instruments

(see Appendices A & B), the focus group discussion

protocol (see Appendix B) was pre-tested with one group

of women nursing faculty (n = 5) and another group of

women (n = 4) attending a maternal-child health clinic

near the investigator's place of employment. The

purpose of this pre-test was to assess the clarity of

questions, identify questions not easily understood,

assess the appropriateness of wording and whether

questions elicited discussion (Stewart & Shamdasani,

1990) .

The survey questionnaire (see Appendix A) was

tested for clarity of questions, instructions and

feasibility (Hulley & Cummings, 1988). Another major

focus for this pre-test was to "test recruitment

approaches" (Hulley & Cummings, 1988, p. 173). Six

women from two administrative regions participated in

this pre-test. Necessary modifications on the

questionnaire and discussion protocol were made prior

to data collection.

The Consent Process

Approval from the Committee on Human Research

(CHR), University of California, San Francisco, to

involve humans as research subjects was obtained on

January 10, 1995. The CHR approval number was H642–

*
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11091-01 (see Appendix D). Written permission to

implement the study in Swaziland was secured from the

Ministry of Health (Ref. PF 13120) (see Appendix E) on

December 12, 1994. Additional authorization to recruit

and interview participants for the study in one of the

selected EAs, an industrial town, was sought and

obtained from the Mhlume (Swaziland) Sugar Company (see

Appendix F) on August 16, 1995.

For the focus group discussion participants a

general statement was read to the group assuring that

data would be kept anonymous with no identifying data

published (see Appendix G), except the demographic

characteristics. Permission to tape record the

discussion was sought prior to the start of each

discussion. For the survey, a consent statement was

read to/given to each participant to read and sign

(including thumb print where necessary). None of the

participants felt there was a need to sign, they all

gave verbal consent.

Data Collection

The investigator initiated data collection after

securing permission from the Ministry of Health and

authorities in some of the selected settings. The

assistance of health care providers in recruiting study

participants prior to data collection in some of the

remote areas was sought. Generally, negligible
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difficulties were encountered in obtaining permission

to involve participants in the study.

The Focus Group Discussions

Five focus group discussions involving 30 women

were conducted by the investigator, two in a rural

setting, two in a peri-urban setting and one in an

industrial setting. Each focus group discussion was

conducted once only. The investigator had gender and

nationality as common demographic variables with all

the participants and age with some of the participants

(Konde-Lule, Musagara & Musgrave, 1993).

To ensure that all important aspects of the

research purpose were covered, a group discussion

outline (see Appendix B) was used (Peters, 1993;

O'Brien, 1993; Morgan, 1988). All group discussions

were tape recorded (Morgan, 1988; Stewart & Shamdasani,

1990). In addition to the verbal information

exchanged, field notes were kept and used to augment

the verbal information (Morgan, 1988). During the

discussion the investigator asked questions

sequentially avoiding major rewording of the questions

and putting words into the participants' mouths.

Probing of interesting leads was done.

To encourage group participants to openly share

their opinions, an effort was made to select meeting

sites that were, in addition to being accessible to the
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participants, physically and psychologically

comfortable (Morgan, 1988; Basch, 1987). A school

classroom, a health center conference room and

conference rooms in two hospitals not in use at the

time of the study were used to conduct the group

discussions. Teachers, other students and health care

providers were not allowed into the rooms during

discussions to minimize participants' discomfort. One

female research assistant stayed in the room to monitor

tape recorders during the discussions and to help

complete demographic data per participant at the end of

the discussion.

Most of the group discussions were conducted for a

period of one to one and one-half hours. One

discussion lasted for two hours. All focus group

discussions were conducted in Siswati. All

transcriptions were done in Siswati. The transcribed

data were later translated into English by the

investigator prior to analysis.

The Survey Questionnaire

The survey was conducted in the 21 selected

enumeration areas (EAs). Specific sites that were used

included homes, markets, shops, bus stops, clinic

waiting rooms and a community meeting site where women

meeting the stated criteria could be located. Two

s
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research assistants (RAs), one with a bachelor's degree

in humanities and the other a second-year nursing

student, were trained for this project prior to data

collection.

The two RAs were given the survey questionnaire

and study protocol to read and explanations were given.

They both observed the investigator conducting a face

to-face interview which they critiqued. Each was given

a chance to conduct an interview which was critiqued by

the investigator and the other RA who had not conducted

the interview. During the actual survey the

investigator was always present to respond to

difficulties or uncertainties encountered by the RAs.

The Survey

Following random selection of the EAs, a purposive

yet convenience sample of women was identified at the

various study sites. Each woman was approached

individually, the purpose of the study was explained

and each woman was asked about their willingness to

participate. Following their verbal expression of

willingness to participate, the study protocol

contained in the information sheet was read to or given

to them. The face-to-face interview was conducted

immediately if the woman had the time to spare. The

face-to-face interviews lasted for twenty to thirty

minutes.
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All face-to-face interviews were conducted in

Siswati and the responses were hand-recorded on the

questionnaire by the investigator or the RAs.

Responses to the open-ended questions were first

analyzed by the investigator prior to translation into

English.

Methods of Data Analysis

Qualitative Data Analysis

Qualitative data collection and analysis were done

concurrently. Each focus group discussion was

transcribed by the investigator immediately upon

completion. Open coding was done and themes identified

prior to conducting subsequent group discussions

(Sandelowski, Davis & Harris, 1989). This enabled the

investigator to identify areas needing further probing

or clarification in subsequent group discussions. With

each subsequent group discussion, similar themes were

grouped together and given tentative labels and

definitions. Open coding and theme identification

continued until all focus group discussions were

analyzed. Some concepts and conditions uncovered

during the interviews included noninvolvement of men,

inadequate and unsafe water sources, food shortage,

ill-treatment by health workers, inadequate health

education, and lack of income generating activities.

The identified themes were shared with a health
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education specialist and a WHO consultant for review.

To avoid misinterpretations by the investigator "member

checks", the asking of informants to comment on data

and their interpretation (Polit & Hungler, 1995), were

done. Two of the focus group participants were later

contacted to corroborate or disprove the investigator's

conclusions.

Part IV of the survey questionnaire consisted of

open-ended questions. Content analysis was done to

identify themes. Frequently occurring themes included

health system difficulties, inadequate water and food

supply, noninvolvement of men, the need for income

generating activities, and lack of community

involvement. The responses were later translated into

English by the investigator.

Quantitative Data Analysis

Frequencies for all variables were calculated to

assist the investigator uncover inconsistencies between

one or more variables.

Descriptive statistics for all demographic

variables were generated (means, frequencies, standard

deviations, percentages).

Descriptive Statistics

The knowledge dimension. Consisted of 10 items,

all true/false, scored 1 point for true and 0 for

false. Possible scores ranged from 0 to 10. A total

:
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knowledge score was calculated based on all 381

interviews conducted. Frequencies and percentages for

responses to individual questions, without adjusting

for missing data, were also calculated.

The satisfaction dimension. Consisted of 25

items, 23 of which were rated 1 to 4 (1 = very

dissatisfied, 4 = very satisfied) and two (2) rated

yes/no scored 1 point for yes and 0 for no. Scores

could range from 0 to 96. Total mean satisfaction

scores based on 380 nonmissing observations were

calculated.

The rating of quality dimension. Consisted of 23

items rated 1 to 4 (1 = very poor, 4 = very good).

Possible scores could range from 1 to 92. Total mean

rating of quality scores were generated based on

nonmissing observations.

Summary

A descriptive design was used in this study to

identify and describe women's opinions about the

quality of PHC in Swaziland. Data were collected by

focus group discussions, face-to-face interviews and a

survey. Qualitative data were analyzed to identify

themes. Descriptive statistics and correlations were

generated.

º
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CHAPTER FOUR

RESULTS

In this chapter, both the survey and interview

data are presented. Quantitative survey results are given

first in most sections followed by corresponding coded

results from interviews.

To begin, total knowledge scores, total

satisfaction scores, and total quality rating scores of the

Swaziland Women's Opinions of Quality of Primary Health Care

Survey instrument are presented and described. The

descriptive statistics for these variables are also

presented. Next, differences among women based on age,

education, region, and area of residence are reported. The

seven study questions are then presented with the

corresponding findings. Other results that were generated

by the study are also reported. Finally, a report on factor

analysis and reliability (Cronbach's alpha and KR-20) on the

three dimensions of the Swaziland Women's Opinions of

Quality of Primary Health Care Survey instrument are

presented.

Knowledge, Satisfaction, and Quality: Descriptive

Statistics

Three dependent variables were measured using scaled

items on the Swaziland Women's Opinions of Quality of

Primary Health Care questionnaire. The variables were 1)

knowledge of PHC, 2) satisfaction with PHC services, and 3)

s
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rating of the quality of PHC. Data was analyzed and three

scores were generated, including total knowledge scores,

total satisfaction scores, and total quality rating scores.

Table 4.1 presents the descriptive statistics on these

variables.

Table 4.1

Descriptive Statistics of the Dependent Variables

SCOres Il Mean SD Min Max

Total Knowledge Score 3.81 6. 47 2.24 0 10

Total Satisfaction 380 2 . 98 O . 57 1 4

Score

Total Quality Rating 376 3. 00 0. 58 1 4

Score

Women's Knowledge

The first research question posed was, "What is

the level of Swazi women's knowledge about primary health

Care P"

Women's knowledge about PHC was assessed through

their responses to principles and elements of PHC "based on

what they knew." A total knowledge score was calculated.

The mean and standard deviation for the total knowledge

survey were 6.47 and 2.24 respectively; a perfect score
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equaled 10. Table 4. 2 displays the items, their means and

standard deviations.

The descriptive statistics for individual items were

calculated based on 335 questionnaires with nonmissing

responses. The respondents scored lower on the items that

related to cost of health care, accessibility of services

and rehabilitative services. Scores were higher for

preventive and curative services. º*
º

i
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Table 4.2 : Items from Total Knowledge Test (n=335)

ITEM Percent Agreement

In Swaziland, health care is available to all 70%
based on need

In Swaziland, people can afford the cost of 4.4%
health care

In Swaziland, communities are involved in 6.4%
decisions about health care

In Swaziland, various sectors are involved in 7.4%
health care

In Swaziland, health services are accessible 4.9%
(geographic, economic)

Health care is socio-culturally acceptable in 6.3%
Swaziland

In Swaziland, the following services are
available:

(a) Health promotive services 6.7%

(b) Disease preventive services 8.9%

(c) Curative health services 85%

(d) Rehabilitative services 4.5%

Total Mean 6.5%

Women's Satisfaction With PHC

The second study question posed was, "How satisfied are

Swazi women with primary health care services available to

them?"

The total satisfaction score was calculated on their

responses to 23 items rated on a 4-point scale. The mean

for the total satisfaction score based on 380 observations

was 2.98 with a standard deviation of 0.57. Means for

individual items on this scale ranged from 2.04 to 3.69 and

s
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the standard deviations from 0.76 to 1.34. Table 4.3

presents the items, their means and standard deviations.

Table 4.3 : Item Level Data for Satisfaction Scale

ITEM Mean SD

Rehabilitative services 3. 69 0.76

Child health services 3. 66 0. T 4

Family planning services 3.59 0.86

Disease preventive services 3.48 0.95

Curative health services 3.41 0.94

Health education 3. 37 1. 06

HIV/AIDS prevention campaign 3.31 1. 09

Control of infectious diseases 3. 19 1.04

Acceptability health services 3. 14 1. 11

Oral/dental health services 3. 0.8 1.23

Maternal health services 3. O 7 1. 17

Availability of health services 3. 01 1. 19

Intersectoral collaboration in health services 2.94 1. 17

Cost of health services 2.87 1.21

Health promotive services 2.87 1. 29

Accessibility of health services 2. 85 1.23

Availability of treatment medications 2 . 80 1. 20

Environmental sanitation 2.56 1.28

Community involvement in health services 2.42 1. 32

Mental health services 2.42 1.28

Nutrition promotion services 2. 39 1. 33

Immunization services 2 . 28 1. 34

Adequate and safe water supply 2.04 1. 32

"Rating: 1=Very dissatisfied
2=Somewhat dissatisfied
3 =Somewhat satisfied
4=Very satisfied
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Women were least satisfied about adequate and safe water

supply, immunization, nutrition promotion, community

involvement and mental health services. They were more

satisfied with rehabilitative and child health services.

Environmental sanitation received a low mean of 2.56.

In addition, a yes or no question was asked on the

overall rating of whether or not health care for women was

satisfactory. Comments on these latter responses were

solicited. Of the 372 women who responded to this question,

40.32% (n=150) considered health care for women

unsatisfactory while 59.68% (n=222) felt it was

satisfactory. Categories generated from the comments that

contribute to making health care unsatisfactory included 1)

absence of community actions, 2) lack of support, 3)

inadequate health care delivery, 4) environmental

constraints, 5) threats to women's health, and 6) women as

own enemies. Appendix H lists these categories and their

subtypes.

Women's Rating of Quality of PHC

The third research question was "What are women's

perceptions about the quality of primary health care

services in Swaziland?" A 4-point rating scale was

used to generate respondents ratings of quality of primary

health care.

The mean for the total quality rating score

*
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based on 376 questionnaires with nonmissing values was 3.00

with a standard deviation of 0.58. Means for individual

items on this score ranged from 2. 13 to 3.69 and the

standard deviations ranged from 0.75 to 1.33. The items,

their means, and standard deviations are shown in Table 4.4.
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Table 4.4 : Item Means for Quality Rating Score

ITEM Mean" SD

Immunization services 3. 69 O . T 5

Child health services 3. 65 0. T6

Disease preventive services 3.56 0.83

Curative health services 3.54 O . T 9

Family planning services 3.46 O . 97

Health education 3.35 1. 03

Control of infectious diseases 3.25 O . 97 >-
HIV/AIDS prevention campaign 3. 20 1.15 *-*

Acceptability of health services 3.11 1. 13 ==
Oral/dental health services 3. 10 1. 18 S
Availability of health services 3 ... O 7 1. 09 --
Health promotive services 3.04 1. 18 -*

Intersectoral collaboration in health services 3.02 1. 13 –
Maternal health services 2 . 97 1.15

Cost of health services 2 . 90 1. 19 º

Accessibility of health services 2. 85 1. 20 ~D
Availability of Medications 2. 85 1. 14 }

Environmental sanitation 2 . 57 1. 27 -)
Mental health services 2.47 1. 24

Nutrition promotion services 2.46 1. 27

Community involvement in health services 2.43 1. 27

Rehabilitative health services 2. 30 1. 34

Adequate and safe water supply 2. 13 1. 33
"Rating:1=Very poor

2=Somewhat poor
3 =Somewhat good
4 = Very good
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Items that received low ratings were 1) adequate and safe

water supply, 2) rehabilitative services, 3) community

involvement in health services, 4) nutrition promotion

services, and 5) mental health services. Immunization

services and child health services received higher ratings.

Given that the scale mean was 2.5, environmental sanitation

received a borderline mean of 2.57.

Women were also asked whether they considered the

quality of health care for women to be of good quality. Of

the 363 women who responded to the question, 50.41% (n=183)

responded negatively and 49.59% (n=180) answered positively.

From the women's comments, factors identified as

contributing to the low rating of the quality of health care

were: 1) inadequate teaching/explanations; 2) noninvolvement

of men; 3) health care system difficulties; 4) lack of

community development activities; and 5) economic and

infrastructural constraints. Appendix I displays the these

factors and their subtypes.

Health Care Needs

The fourth study question posed was "What are the

perceived health care needs expressed by women in

Swaziland?"

Open-ended questions and statements were used to help

identify women's needs. The question and statement used

were indirect measures of health care needs. The question

and statement posed were :
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1) Share with me your thoughts about the health

care that women receive ; and

2) Do you have any concerns about the quality of

health services available to women? If yes, please describe.

Eighteen categories of needs were identified from

the open-ended questions/statements in the survey and focus

group discussions. Table 4.5 lists the top 10 perceived

needs as reflected by the number of women who expressed the

need. A further listing of the needs and their subtypes is

provided in Appendix J.

Table 4.5: Women's Perceived Health Care Needs

NEED Survey FGD
n! n?

Quality health care 61 4

Income/employment 52 4

Health education in communities 32 4

Home visiting 31 5

Adequate and clean water 31 4

Education of men 29 4

Nearby health facilities 31 1

Social welfare 29 2

Better treatment "within the home" 16 3

Adequate nutrition 10 3

n"= Potential n=381
nz= Number of focus groups (n=5)

º
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Women's Participation in Health Care

The fifth study question asked was "What is the

level of women's participation in health care in their

communities?" The direct question asked of the women was

"Has anyone sought your advice about planning health

services in your community? Please explain".

Three hundred and fifty-two women responded to this

question. Forty-one (11.65%) responded affirmatively while

311 (88.35%) responded negatively. For those who stated

that they had participated, areas of participation have

included 1) discussions related to potable water supply to

the communities, 2) building a clinic, 3) sanitation, 4)

advising other women on home management of diarrhea and

family planning, 5) rural health motivators' selection, 6)

discussions on how to deal with criminals, 7) suggestions on

the resettlement of slum areas, and 8) suggestions on how to

reduce the incidence of sexually transmitted diseases

(STDs). However, their participation did not seem to have

any impact or produce any positive outcomes. Three of the

respondents revealed that

M13 : Yes we do talk at our chief's kraal but the
things we suggest do not succeed, which is
discouraging.

H202: Government ministries promise to meet our
requests and never fulfill their promises.

M373 : Yes, but there is no tangible progress;
government officials come here addressing the issues of
pit latrines, water, registration of widows and then
disappear, never to return.
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Some of the women who reported that they have never been

asked for their advice or suggestions with regard

to planning health services in their communities stated that

they do make unsolicited requests. Two respondents

described their input as follows:

L256: No one asks but we do go to RDA [rural
development agriculture] meetings and we
lodge our complaints and they tell us they
will forward them to their seniors.

L249 : No one asks but at our inkhundla [community
meeting places] meetings we do make suggestions.

Four focus groups also mentioned that they had not

participated in health care planning for their communities.

These findings suggest that, even though women are major

recipients of health services, their participation in health

care planning is almost non-existent.

Influence of Age, Education, Region and Area of

Residence on Dependent Variables

The sixth study question had asked whether the woman's

age, education, region and area of residence was associated

with overall knowledge of, satisfaction with, and quality

rating of PHC.

Pearson correlations were calculated with age as an

independent variable. Age was significantly related to

knowledge (p< . 013), satisfaction (p< .009), and quality

rating (p< . 024) and the relationship was negative. Table

4. 6 displays the correlations, p-values, and number of

observations used in calculating the statistics.
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Table 4.6

Correlations : Age, Knowledge, Satisfaction and Quality

Age Knowledge Satisfaction Quality

Age 1. 0000 – 0 . 1278 – 0 . 1333 – 0.1164
0.0000 0. 0131 O ... O O 97 O . 0.249

376 376 375 3.71

Knowledge 1. 0000 0.6516 0. 6361
O ... O O O O 0.0000 O ... O 000

3.81 380 376

Satisfaction 1. 0000 0. 9053
0.0000 O ... O O O O

380 376

Quality 1. 0000
0.0000

376

Education

When the woman's level of education was treated as

an independent variable, the analysis of variance (ANOVA)

between education and the dependent variable of total

knowledge score showed that education accounted

significantly for the variance in total knowledge score

(F=2. 719, p< . 01). Pairwise comparisons for the six

educational groups, however, did not reveal which group or

groups significantly differed on the total knowledge score.

Table 4.7 displays the descriptive data for the six

educational categories on the total knowledge score.
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Table 4.7

Education and Total Knowledge Score

Level Frequency (%) Mean SD

Elementary 108 (28.35) 6. 81 2 . 28

Secondary 69 (18. 11) 6. 83 1. 96

High School 43 (11.29) 6. 63 2.43

College 14 (3.67) 6. 4 3 2. 10

Sebenta” 10 (2.6.2) 7. 20 1. 69

None 137 (39. 56) 5. 93 2.25

Note: Level means the education level completed

* refers to the adult literacy program in Swaziland

Group 6 (none) scored lower than the rest of the groups on

the total knowledge score. About 3% of the variance in

total knowledge score can be explained by the level of

education completed.

The ANOVA between education level completed and

total satisfaction score was significant (F=4.069,

p: .001). Pairwise comparisons of the six groups identified

group 1 (elementary) as significantly different from group 6

(no educational level completed) with a Scheffé of 0.0313

obtained. Those who had not completed an education level

were less satisfied with health services. Table 4.8
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displays the descriptive data between education and total

satisfaction score.

When comparing education and the total quality

rating score the result was also significant (F=3.017,

p: . 011). Pairwise comparisons also identified a significant

difference between those who had completed elementary

education and those who had not completed any educational

level (Scheffé = 0.0341). Those who had completed elementary

education rated the quality of health services higher than

those who had not completed any education level. Table 4.9

presents the descriptive data on education and the total

quality rating score.
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Table 4 - 8: Total Satisfaction Score by Education

LEVEL" Frequency (%) Mean SD

Elementary 107 (28. 16) 3. 0.82 0. 604

Secondary 69 (18.1.6) 3. 102 0.492

High School 43 (11. 32) 3.04.4 O . 529

College 14 (3.68) 2 . 83.9 0. 540

Sebenta 10 (2.63) 3. 227 O .453

None 137 (36. O5) 2. 828 O . 573

Note: "Level: Education level completed

Table 4.9 : Total Quality Rating Score by Education

Level" Frequency (%) Mean SD

Elementary 106 (28. 19) 3. 124 0. 584

Secondary 68 (18.09) 3. 045 0. 577

High School 42 (11.17) 3. 0.91 O .. 587

College 14 (3. 72) 2 . 896 0.475

Sebenta 10 (2.66) 3. 141 O . .391

None 136 (36.17) 2 . 863 0. 583

Note: "Level: education level completed
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Regional Comparisons

An ANOVA between region and total knowledge score

showed that 9% of the variance in total knowledge score

is explained by regional differences (Eta Squared = .09).

This finding was significant (F=12. 201, p< .00). Pairwise

comparisons of the four regions showed that Manzini

significantly differed from Hhohho (Scheffé =0.0006),

Shiselweni (Scheffé = 0.000) and Lubombo (Scheffé = 0.005). The

ANOVA between region and total satisfaction score and total

quality rating score produced similar results that were also

significant. Pairwise comparisons on these two dependent

variables showed that the scores for Manzini were

significantly different from those of the other three

regions. For the total satisfaction score F=16. 332, p< . 00,

and for the total quality rating score F=13. 892, p< . 00.

Approximately 12% and 10% of the variance in total

satisfaction scores and total quality rating scores,

respectively, can be explained by regional differences.

Table 4.10 shows the descriptive data by region on the total

knowledge, total satisfaction, and total quality rating

SCOIreS .
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Table4.10 DependentVariables
byRegion

VariableHhohhoManziniShiselweniLubombo
ClfD

TotalKnowledgeScoreM=6.96M=5.
T9M=7.39M=7.0212.380
.

000

SD=2.09SD=2.23SD=2.01SD=2.11 (n=91)(n=182)(n=57)(n=51)

TotalMeanSatisfaction
M=3.08M=2.
T9M=3.27M=3.1716.379
.

003 ScoreSD=0.52SD=
0.57SD=0.49SD=
0.53

(n=91)(n=181)(n=57)(n=51)

TotalMeanQualityRatingM=3.06M=2.83M=3.23M=3.2013.375
.

0.09 ScoreSD=0
..
55SD=0
..
58SD=
0.48SD=
0.57

(n=89)(n=180)(n=56)(n=51)
º–■ ººfºfY
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Effect of Residence on Dependent Variables

Analysis of variance between area of residence and

the dependent variables (knowledge, satisfaction and

quality) (see Table 4. 11) produced findings that were not

significant.

Sources of Health Information

The last study question was, "What sources of

information do women use to gain knowledge or learn about

health care goals and strategies?"

Each woman was asked to name all sources of health

information she uses and to also state which of these

sources was the most important to her. All 411 women

responded to this question. The results are displayed in

Table 4. 12.

The second most used source of health information is

"health talks." Health talks are lectures on common

diseases usually conducted by nurses in clinics or hospital

out-patient departments in the morning before the screening

of patients. One topic per session is discussed on a

subject usually selected by the presenter. To a lesser

extent, health talks are given by rural health motivators

during community gatherings or home visits. School children

also receive some health education in the form of health
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Table4.11
Correlations
:

Residence,Knowledge,Satisfaction
andQuality

VariableRuralPeri-UrbanIndustrial
Fdfp

TotalKnowledgeScoreM=6.40M=6.92M=6.132.02380
0.13

SD=2.23SD=2.30SD=2.12
(n=270)(n=72)(n=39)

TotalMeanSatisfaction
M=2
.
99M=3...O5
M=2.861.313790.27 SCOreSD=0

..
58SD=
0.51SD=0.60

(n=269)(n=72)(n=39)

TotalMeanQualityRatingM=3.01M=3
.
03M=2
.
950.25375O.77

ScoreSD=
0.59SD=0.54SD=0.61

(n=266)(n=71)(n=39)
|||
.N.T.ºf{
|
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talks conducted by their teachers or visiting health care

providers.

Table 4. 12

Sources of Health Information

Frequency (%)

Source:

Radio

Health talks

Newspaper

Television

Friends/Relatives

Other

Most important :

Radio

Health talks

None

Newspaper

Friends/Relatives

Television

Other

329 (80.05)

277 (67.40)

49 (11.92)

35 (8.52)

29 (7.06)

15 (3.65)

218 (53. 04)

156 (3.7. 96)

11 (2.68)

9 (2.19)

7 (1.70)

6 (1.46)

4 (O. 97)

Most women use radio to obtain most of the health

information. However, some stated that they would love to
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have more community-based health information. Some women

stated this as:

H72 : I would love to hear nurses talking more in the
community, not just over the radio, because I think
that it is more effective if the nurse speaks directly
to the people.

H71: Over the radio the quality is good but receiving
the actual care, no.

The women stated that since most of them do not have money,

relying on messages given over the radio becomes a barrier *

to receiving health information when the batteries run low. Y
Other Results -

Other results from the demographic data that had no Yº:
direct link to the study questions were generated in the Y.

-º-º:

course of the study. These results include the information -

on the women's reproductive characteristics and child

survival, health service utilization patterns and places *
usually used for health care. In addition, women in the |

-

survey sample were asked about what changes, if any, they –
would like in health services and what advice they would

give to someone like them about health services available to

women. Responses to the latter questions were analyzed to

identify frequently occurring themes.

Reproductive History

Three hundred and fifty-six (356) women in the study

(survey and focus groups) responded to the item on the

number of children they had. Thirty-one of them had no

child but were expectant at the time of the study. The
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remaining 325 women had live children who ranged from 1 to

11. In general midwifery practice, the number of children

considered a cut-off point for complications in subsequent

pregnancies/deliveries is five. Using that criterion, 252

(77.54%) of the women with live children were not at risk

while 73 (22.46%) were at risk. However, this may be

misleading since the number of pregnancies a woman has had

also plays a role in determining the risk and has not been

taken into consideration in the preceding analysis.

Deaths of children. Of the 351 women who responded to

the question on whether or not they had a child who died,

208 (59.26%) stated that they had not experienced a child's

death while 143 (40.74%) mentioned they had lost a child.

Child death included lost pregnancies. The number of

children who had died per woman (including deaths at term)

ranged from one to six and pregnancies lost ranged from one

to eight. Out of the 168 deaths that were reported, 96 were

either perinatal/neonatal or infant deaths, and 46 occurred

between the ages of one to five years. Table 4. 13 provides

detailed data on the number of deaths. Thirty-seven

pregnancies were not carried to term.

2
- -
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Table 4. 13

Reported Child Deaths (n=205)

Age at Death Frequency (%)

Pregnancy 37 (18. O5)
0-12 Months 96 (46.83)
1-5 Years 46 (22.44)
6 – 10 Years 6 (2.93)
Over 11 Years 20 (9.76)

Causes of death. Causes of death for children were

derived from the demographic sheet. The leading causes of a

child's death, determined by the number of deaths attributed

to them by the women, were dehydration (n=37),

abortion/miscarriage (n=37), stillbirth (n=34), "don't know"

(n=32), pneumonia (n=20), and prematurity (n=14). A list of

the causes of death identified in the study is contained in

Appendix K.

Regions and Reported Deaths of Children

The regions had produced a number of significant

findings on the dependent variables. A decision was made by

the investigator to compare the regions based on data that

is generally used in calculating health indicators to detect

whether other significant findings would emerge among the

regions.

Swaziland's infant mortality rate is high (UNICEF,

1994; MOH & WHO, 1995) . It was of interest to the

investigator to detect if significant regional differences

** *-*-*-

º
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on reported deaths of children existed. Statistics were

calculated based on the survey data. Of the 134 women who

reported that they had a child who died, 75 (56%) were from

Manzini, 33 from Hhohho, and 14 and 12 were from Shiselweni

and Lubombo, respectively. A Chi-square value of 9.247 with

pº. 02 was obtained. Using a Scheffé critical value of

2. 7995, contrasts were calculated for the regions. Manzini

significantly differed from Lubombo (trate-2. 8526).calc

Statistics between region and number of children

who died were also run. The Kruskal-Wallis H (3) = 9.959,

p: . 018 was obtained. Pairwise comparisons produced

significant results. Hhohho significantly differed from

Lubombo (t=2. 1189, p< . 03:49) and Manzini was also

significantly different from Lubombo (t=2.9841, p< . 0.031).

Health Facility Utilization Patterns

A majority of the women who participated in the study

utilized clinics and hospitals (including health centers)

for health care. Very few consulted private practitioners

and traditional healers (see Table 4. 14). However, these

disclosures may be inaccurate since many people do not admit

to using indigenous healers.

From the information provided, most women appear to be

frequent users of health services as indicated by the last

visit to a health care facility. More than one half of the

participants in both the focus groups and the survey had

been to a health facility within the past month. Table 4.15

=
*-

f
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presents health facility utilization patterns, that is, when

the last visit to a health facility occurred.

Table 4. 14

Usual Place for Health Care (n=411)

Place Frequency (%)

Clinic 201 (48.9)

Hospital 182 (44. 3)

Private Practitioner 16 (3.9)

Traditional Healer 4 (0.9)

Faith Healer 2 (0.5)

Missing 6 (1.5)

Table 4.15

Health Care Utilization Patterns/Last Visit (n=411)

Pattern Frequency (%)

Today 39 (9.5)

Last Week 78 (19. O)

Last Month 121 (29.4)

Last Two months 59 (14.4)

Last Six Months 27 (6.6)

Over Six Months 79 (19. 2)

Missing 8 (1.9)

º

:
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Desired Changes in Health Services

Participants in the survey were asked to suggest

changes in the health services that would help improve their

delivery. The exact question asked was, "If you were to

have a say, what changes would you like in health services?"

For those women who expressed the desire to have

changes effected, the most frequently mentioned change was

"no ill-treatment in health facilities" (n=63). A variety

of behaviors by health care providers were isolated as "ill

treatment." The behaviors included shouting at patients,

ridiculing patients, and delay in providing care, among

others. Some of the statements provided a vivid description

of what the women considered as ill-treatment:

M384: Let nurses be courteous; provide privacy instead
of ridiculing patients in-front of others and avoid
long long tea and lunch breaks.

H211: I would like for us to be treated well in the
hospitals and not be handled in a harsh manner.

M377 : Nurses should be taught better interpersonal
skills at the clinics; they should learn to communicate
well with people because the way they scold us disturbs
our mental health.

L263 : They should change the way they work-- they are
lazy-- and be more enthusiastic about it instead of
being uncaring . . . and reduce the rate at which they
shout at/scold patients.

Other desired changes that received frequent mention were

"nearer health facilities and adequate staffing" (n=56),

"availability of [quality] medications and other necessary

supplies" (n=43), and "provision with adequate and clean
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water" (n=34). Appendix L is a listing of the desired

changes identified from the comments made by the women.

Advice to Other Women

The last open-ended question asked of each woman in the

survey interview was "What advice would you give to someone

like you about health services available to women?"

One frequently occurring theme from the responses given

was advice on "precautions to prevent the spread of, or

complications, from diseases" (n=49). Examples of pieces of

advice include:

H202: To go to hospital regularly to have her B/P
checked because hypertension is a problem for us the
elderly.

L34 : I would advise her to boil the water before
drinking it because it is dirty, keep her home clean
and squash empty containers so that mosquitos do not
breed.

M102 : To be clean and keep her home environment clean
by burning trash and build herself a pit latrine.

Fear of contracting sexually transmitted diseases, including

AIDS was also demonstrated by the advice that would be given

to other women to "avoid contracting" these conditions:

M294 : She should not be of loose conduct because she
may contract sexually transmitted diseases.

S174 : She should not have one boyfriend after another
so that she does not get diseases like AIDS.

L31 : I would advise her to avoid having several sexual
partners so that she does not contract STDs.

S158: That AIDS will destroy [finish] us if we do not
behave ourselves well.
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Other pieces of advice that the respondents would offer to

other women included 1) learning more about health and

practicing what has been learned, 2) paying prompt attention

to illness, 3) attention to health promotive actions, 4)

using family planning to prevent unwanted pregnancies, and

5) improving one's economic status.

Factor Analysis and Alpha Reliability Results

The Swaziland Women's Opinions of Quality of Primary

Health Care Survey questionnaire consisted of three sets of

items measuring the dimensions of knowledge, satisfaction

and quality.

The knowledge dimension. This consisted of ten items

rated 1 for true and 0 for false. Kuder–Richardson Formula

20 (KR-20) was used to estimate the internal consistency or

reliability of this test. A KR-20 of 0.67 was obtained.

Factor analysis on this subscale was not done.

The satisfaction dimension. This subscale was made up

of 23 items rated 1 to 4. Factors were established through

principal component analysis based on 283 observations

without missing data. Two factors emerged with eigenvalues

of 5.06 and 1.26. However, a closer interpretation of the

items that loaded on each of these factors did not yield any

coherent groupings that could help generate constructs for

naming the factors. Cronbach's alpha reliability for the

satisfaction dimension was 0.85.

The quality rating dimension. It consisted of 23 items

*
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that were rated 1 to 4. Principal component analysis was

utilized to establish factors based on 275 observations

without missing data. Following varimax rotation, a two

factor solution emerged with eigenvalues 6.16 and 1.49. The

factors were labelled Curative Subscale Quality Rating

(Factor 1) and Preventive Subscale Quality Rating (Factor

2). Items that had a communality of less than 0.3 were

deleted resulting in 15 items being retained. Table 4. 16

displays the original items on the two subscales that

emerged and Appendix M lists the items that were retained.

Cronbach's alpha for the quality rating dimension

was 0.88. Coefficient alphas for Factor 1 and Factor 2 were

0.813 and 0.807, respectively.

Summary

Data extracted from focus group discussions, the

survey questionnaire and demographic data sheet have been

presented. Identified findings on the women's knowledge of,

satisfaction with, and quality rating of, primary health

care services available to them have been discussed. The

effects of age, education, area of residence, and region on

the dependent variables have been explicated. Other results

not directly related to the study questions have also been

presented.



Table4.16
VarimaxRotatedFactorLoadings
onRatingof
QualitySubscale(sortedorder)

ItemFactor
1
Factor
2

Diseasepreventiveservices
0.T110.206 Curativehealthservices

0.T03O.
157

Rehabilitativehealthservices0.6990.141 Familyplanningservices0.6380.106 Childhealthservices0.6130.18.9 Controlof
infectiousdiseases0.5590.232 Dental/oralhealthservices0.4780.336 Costofhealthservices0.4390.211 Availability

ofhealthservices0.4230.456 HIV/AIDSpreventioncampaign0.4220.128 Maternalhealthservices0.4090.546
Accessibility
ofhealthservices0.339
O.
273

Availability
of
treatmentmedications0.3140.344 Intersectoralcollaboration

inhealthservices0.2030.537 Healtheducation0.1910.474 Communityinvolvement
inhealthservices0.1880.541 Adequateandsafewatersupply

0.176
O.
373

Environmentalsanitation
O.
1750.376 Healthpromotiveservices

0.1530.546 Mentalhealthservices0.1260.561 Acceptability
ofhealthservices
0.1150.310 Immunizationservices0.0950.634 Nutritionpromotionservices0.0830.645
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CHAPTER FIVE

DISCUSSION

Findings

The conceptual framework guiding this study defined

quality of care in primary health care as the judgement or

evaluation of the socially derived ways, means, structures

and personnel established to meet the health care needs of

society. An assumption made was that client outcomes that

include qualitative judgements of the quality of care must

serve as inputs for improving care rendered by both the

provider and the setting. Women were elected to be the

assessors of the quality of PHC in Swaziland since they are

major recipients of health care programs. The study

questions will guide the discussion and interpretation of

findings.

Women's Knowledge about PHC

Correct responses to the individual items on the 10–

item knowledge dimension ranged from a high of 89% to a low

of 44% (see Table 4.2). Items that had fewer correct

answers related to the affordability of the cost of health

care (44%), accessibility of health services (49%), and

availability of rehabilitative services (45%). In later

discussions, information on the affordability of health

services will be presented. What was illuminated by this

finding was that even though the health policy (MOH, 1983)

states that people should not be denied health care at

:
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health facilities because of lack of money to pay for the

care, such information is not in the public knowledge

domain. Accessibility of health services is, to a great

extent, perceived to be adversely affected by both

geographic (distance) and economic factors.

Given the economic hardships that women encounter

in securing health care for themselves and their families,

other strategies of generating funds to cover health care

costs, beside the fee-for-service charges, have to be

devised. Further, information has to be disseminated to

both providers and women that health care should be provided

where there is a need without a demand for payment first.

With regard to rehabilitation services, the three

institutions that have rehabilitation training programs are

located in or near urban settings. Because the majority of

the women (70.9%) interviewed in the survey resided in rural

areas, these services were unknown by most people.

Awareness of services is often used to confirm levels

of community knowledge about a program or activity. Whether

people know that a service exists is an essential piece of

datum in designing a public information campaign (Windsor,

Baranowski, Clark & Cutler, 1994).

Women's Satisfaction with PHC

Data from Table 4.3 suggested that women were least

satisfied with items relating to adequate and safe water

supply (M=2.04), immunization services (M=2. 28), nutrition

3
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promotion services (M=2. 39), mental health services

(M=2.42), community involvement in health care services

(M=2.42) and environmental sanitation (M=2.56). All of

these items, with the exception of community involvement,

constitute almost half of the PHC elements stated in the

National Health Policy (MOH, 1983). The identification of

user's satisfaction with a service is considered an

appropriate proxy for concerns about adequate access and

utilization (Leatherman, Chase & Polich, 1994).

Water Supply

Adequate and safe water supply was a major concern for

the women. Since the mid-80s access to potable water

supplies in rural areas of Swaziland rose from 30% to 45% in

1992 (UNICEF, 1994). The majority of the population still

lacks access to safe water with the result that diarrhea and

other water-borne diseases like bilharzia are a leading

cause of mortality and morbidity.

For women, collecting water for family use occupies

most of their time and is physically very demanding and

exhausting. Medical reports indicate that carrying heavy

loads such as large containers of water is associated with

prolapsed uterus, miscarriage, stillbirth, and functional

disability in later years (Paoliso & Leslie, 1995). The

majority of women in the study mentioned that their

communities had contributed funds towards the construction

of potable water systems but no tangible results were

i
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forthcoming. The women described water not only in terms of

its use for food preparation but also for income generation.

Statements made included:

L251 : Our biggest complaint is our inability to grow
vegetable gardens because there is no water; there are
very limited opportunities for women to generate income
and help improve themselves, like growing vegetables,
making cement bricks for sale, mainly because water is
a problem.

L255 : Yes, our downfall is lack of water. Going to
fetch water from the . . . river, it takes the whole day.
We can't even properly clean our homes because the
greatest source of health lies with water.

An intersectoral approach to improve water supply to the

majority of people in the rural areas is needed to reduce

the work burden on women and to reduce morbidity and

mortality due to unsafe water sources.

Immunization

Immunization coverage in Swaziland has improved from

14% in 1981 to 89% in 1992 (UNICEF, 1994). However, women

in the study were still less satisfied with immunization

services. One of the reasons that contributed to this

finding was the experience by a number of the women that

vaccines make children sick. The women's perception about

the effect of vaccines is supported in the literature.

Vaccines are associated with both adverse effects and

adverse events (Fitzgerald & Glotzer, 1995). Commonly

reported side effects associated with vaccines include

fever, poor appetite, and rash in young children (Roberts,

Sandifer, Evans, Nollan-Farrell & Davis, 1995); diarrhea,

3
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cough and rhinitis (Ndumbe, Gilchrist, Pabst, Sama & Mbede,

1995) .

Nutrition Promotion Services

Women were somewhat dissatisfied with nutrition

promotion services. The dissatisfaction was mainly due to

the fact that even though women were aware of the major food

groups that families and children should get, they did not

have the means to secure the needed food. The study was

conducted at a time when Swaziland was going through a four

year drought period which made it even harder for women.

Even though there were government and donor-funded drought

relief programs, the food distribution was considered by the

women to be highly selective, favoring households that were

headed by males. Also, the women stated that a family with

a child or spouse who was employed did not get any food aid.

Most of those employed are men. The women reported that

M323: The women do not get any assistance from their
husbands in feeding the children.

S178 : . . . in some areas people receive corn donations
and social welfare assistance because they are widows
but in this community we don't.

M345: We the elderly starve in this community, we do
not get any food assistance yet the drought has
affected us. Health care providers assist us but our
detriment is hunger.

H60 : We do not have sufficient money to pay school fees
and feed our families.

An important observation is that since women have no control

over what they get for their meals, they are quite likely to

eat less, and less well, than men (Santow, 1995).

:
-
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Community Involvement in Health Services

Over 88% of the women who participated in the study had

not participated in health care planning in their

communities. A major form of participation that women

mentioned was financial participation for community

development projects like construction of potable water

supply systems. Some had participated in selecting rural

health motivators for their communities.

Even though the concept of community participation

has been in place for decades (WHO, 1978; Stone, 1992), it

was clear from the women's responses that community

involvement in health activities in the country is still in

its infancy. The women's comments supported an observation

that "the need for community participation in decision

making and priority setting on issues and problems of health

in the local context [be] emphasized (MOH & WHO, 1995,

p. 7) ".

A need exists for the identification of factors that

have hindered the full implementation of community

participation since it is one of the cornerstones of PHC.

In addition, structures that would enhance women's

participation in health care decisions within their

communities need to be identified and supported. This is

particularly important since women are health care providers

for their families, that

.
3

s

()



82

"women's health work. . . is an integral part of the work

women do to look after homes, men, children, and other

dependent members of the community" (Oakley, 1993,

p. 330).

Socio-cultural limitations on women's involvement in health

care decisions need to be overcome.

Mental Health Services

Women were also least satisfied with mental health

services. Even though in the communities there were a

number of persons with mental illnesses, there was no

relevant community-based care for them. Part of the

difficulty is lack of adequate personnel who are adequately

trained to provide mental health care.

Environmental Sanitation

Environmental sanitation was another component with

which the women were least satisfied. The area of major

concern was inappropriate excreta disposal. Although the

women were aware of the dangers of using "the bush" for

excreta disposal, they lack the financial resources and

technical know-how for constructing pit latrines:

M385: We do not dig pit latrines, we do not dig pits
for discarding refuse, no one comes around to show us
how to do these things.

M349 : I wish to have a toilet, we need someone to come
and teach us how to properly construct them.

H215: We need care related to water safety and toilet
construction. The RHMs do not know the measurements
for pit latrines.

:
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The lack of a safe means for disposal of feces contributes

to diarrheal diseases which continue to account for

widespread morbidity and mortality (UNICEF, 1994).

The women were more satisfied with rehabilitative

services. This was a surprising observation since most of

the women did not know about rehabilitative services.

Probably, the women were satisfied with the information that

such services could be available when needed, not that the

service was actually available to them. Child health and

family planning services were rated as more satisfying to

the women. With regard to family planning, the women stated

that using contraception gave them control over their

fertility:

M15: . . . because without such assistance [family
planning] women would be unable to properly bring up
their children.

However, some of the women also observed that their men were

not supportive. Some even resented that men should consent

to a wife's use of contraception by stating that

M293 : If a goal can be stated that a woman can use
contraceptives without her husband's consent, that
would help.

H78 : I have problems about family planning because my
husband does not want me to use contraceptives.

The women's concerns about their inability to use

contraceptives without their husbands' consent echo findings

reported by Santow (1995) who reported that the strongest

predictor of a wife's use of contraception was husband's

approval.

3
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Even though women had identified aspects of PHC with

which they were not too satisfied, on further questioning

about what makes health care for women unsatisfactory, a

number of categories were generated (see Appendix H).

Factors which contributed to less satisfaction were not

related to specific health programs but appeared to be more

contextual. Categories of the contextual events that made

health care unsatisfactory included 1) the absence of

community actions for health improvement, 2) lack of support

for women within their families and in the community, 3)

inadequate health care delivery, 4) environmental

constraints, and 5) threats to women's health.

Most, if not all, of these categories or concerns have

not been addressed by the country's approach to health care

delivery. This is most likely due to the fact that the

health care provided to consumers is defined from the

perspective of policy makers or health providers (Clark,

Porkony & Brown, 1996; Wong, Li, Burris & Xiang, 1995).

Such information alludes to a need for greater involvement

of women in planning, implementing and evaluating health

care programs if health endeavors are meant to satisfy the

wishes of consumers while also being more effective and

acceptable to them (Wong et al., 1995). Attention to

contextual factors influencing health and health care need

to be an additional area of focus (White, 1995) with a

health care agenda for women emphasizing strongly the

:
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contextual factors affecting health (Woods, 1994; Oakley,

1993).

Women's Rating of the Quality of PHC

No studies in Swaziland were identified which solicited

consumers' input on the evaluation of the quality of health

care received, even though consumers are known to be capable

of defining and evaluating health care quality (Larrabee,

1995). To evaluate the quality of PHC available to them,

women in the study were asked to rate the quality of PHC

services (see Table 4.4).

Aspects of PHC services that received high ratings

were immunization, child health, disease preventive,

Curative, and family planning services. PHC services that

received lower ratings were adequate and safe water supply,

rehabilitative health services, community involvement in

health services, nutrition promotion and environmental

sanitation.

One half of the women (50.4%) who responded to items on

this scale also commented that the quality of care for women

was not good. Factors identified as contributing to the low

ratings of quality included 1) inadequate

teaching/explanations; 2) non-involvement of men; 3) health

care system difficulties; 4) lack of community development

activities; and 5) economic and infrastructural constraints.

Inadequate Teachind /Explanation

The women expressed the need for individualized

3
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teaching or explanations within their communities or homes:

M388 : We do not receive good care nor receive proper
education in our homes.

H217: The quality is not good because we are not
provided with learning opportunities about our health
in the community.

S144: The quality is not good because even though women
are taught, it is inadequate.

M306: I am not happy with the way they give
explanations.

A community-based approach to health education, it appears,

would help provide information that is more specific to the

women's special or common circumstances. Personally

relevant teaching or explanations are highly valued by

consumers (Boland, 1995) .

Noninvolvement of Men

The women discussed that men did not participate

fully in many aspects of family life, including those

related to health. The women mentioned that

H184: The men do not agree or permit us to use family
planning methods, but if you would only listen to them
you would be burdened with a lot of children that have
no one to support them [financially and otherwise.]
while he continues to say 'let us make more babies'.

M342 : Let there be serious education of men to take
good care of their health and that of their women.

H74: No, because there are a lot of women who are
troubled by their husbands--men do not admonish their
children and it then becomes the woman's business to
raise children.

The aloofness of men in events affecting the health of women

and children is further enhanced by the lack of programs, at

.
3

()



87

least in developing countries, that target men and their

role in health. Santow (1995) observed that

probably the most useful thing that health services can

therefore do is to look further than women. Husbands

are an obvious target: bringing them into areas that

are more usually viewed as the natural preserve of

women, such as family planning and child health, may

directly, and indirectly, benefit every member of the

family (p. 158).

The women's comments are also supportive of an observation

made by Haise and Elias (1995) that cultural beliefs and

gender stereotypes have to be reduced and emphasis placed on

mutuality, responsibility and equality between men and

WOI■ leIl .

In comparing the findings between women's satisfaction

with PHC and women's rating of the quality of PHC,

rehabilitative services received a high rating (M=3.69) in

the satisfaction dimension while immunization services

received a low rating (M=2. 28). In the quality dimension,

the reverse occurred with immunization receiving a high

rating (M=3.69) while rehabilitative services received a low

rating (M=2. 30). One of the revelations from this finding

is that there was a difference in the way that the women

rated satisfaction with a service and the way that they

rated the quality of a service. Satisfaction with a service
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is not necessarily synonymous with that service being of

good or high quality.

A possible explanation for the differences in the

ratings of the two aspects of care on the two scales could

be the one provided by van Campen, Sixma, Friele, Kerssens

and Peters (1995) that quality of care instruments require

more factual knowledge on the part of the rater, whereas

satisfaction instruments require a more general judgement

from him/her.

Women mentioned that immunization of children had

helped reduce children's deaths, hence they rated the

quality of those services highly, despite the complaint, and

hence less satisfaction, that vaccines make children ill.

With regard to rehabilitative services, most of the women

mentioned that they did not know about these services, hence

the low rating of their quality, but being made aware that

such services do exist was satisfying to them.

Women's Health Care Needs

Of the top ten needs identified by women in the study

(see Table 4.5) only four were addressed in the Swaziland

approach to PHC. The addressed needs are health education,

safe water supply, accessible health facilities and adequate

nutrition. Women's needs that were not addressed in the

country's health policy include 1) quality health care; 2)

income/employment; 3) home visiting, 4) education of men; 5)
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social welfare; and 6) better treatment for women "within

the home".

Most poignant in women's expressed need for quality

health care was

the need for respectful treatment. This finding supports an

observation made by Weatherall (1995) that many criticisms

against health care providers are not about clinical

competence but

seem to reflect a deficiency in the basic skills of

handling people as humans, poor communication, lack of

kindness, thoughtlessness and, in short, all the facets

of good interpersonal relationships that society has a

right to demand. . . (pp. 236-237).

Leino-Kilpi and Vuorenheimo (1994) identified human-oriented

activities such as respect, paying attention, listening,

kindness and empathy as contributing to quality health care

(cf. Björkman, Hansson, Svensson & Berklund, 1995). Some of

the statements pronounced by the women reflecting the need

for respect include:

H77: Women do not receive good care at health
facilities, they are shouted at and ill-treated by
nurses and it does not matter how old they are .

M383 : These nurses when we do arrive at the hospital do
not pay attention to us, even when you present yourself
they just sit down an start working when they feel
like. They do not treat us well in that respect.

L263 : We have serious complaints about the length of
time we spend waiting to be seen at health facilities
because all the nurses are having their "lunch". The
practice by nurses of shouting at or scolding patients
is bothersome.

º -
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S174: The [X] facility has a problem of its nurses who
do not care about patients and only have time for
telling stories to one another.

Taylor (1995) in support for humane care noted that

interpersonal competence is a basic skill that is currently

undervalued in nursing. The women in the study also

identified this as lacking in their encounters with health

care providers. Nurses in Swaziland are the largest, and in

some areas the only, group of health workers and the actions

they make have far-reaching effects on the communities they

serve (Davis & Stark, 1995) .

A second important need identified by the women was the

ability to generate income. Having money was considered a

major factor in accessing health care because

M292 : If you are poor you don't get any health care.

S176: The trouble is not having the money, otherwise we
receive good care.

M401: A person has to eagerly take care of her health
but without money illness takes its toll.

L262: We live too far, we do not have the money for
transport to the clinic and also to pay at the clinic,
so we just stay home and only come when the illness is
very serious.

In addition, women need income to support themselves and

their children because men do not contribute enough.

Paoliso and Leslie (1995) stated that studies from a number

of countries suggest that women devote a higher proportion

of their income to children's nutrition and other family

basic needs than men. Swaziland was not included in the

studies but the Swazi women concurred with this observation:
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M294 : Men do not provide women with money for taking
care of their children's health.

M15: The men do not provide for the needs of their
children which becomes a burden on us women; the home
and the children become a burden on women. Money is a
constraint in providing family health care.

L36: It is very important that women generate their own
income so that the health and lives of their families
can be better.

According to Chater (1996), one of the factors that has a

great impact on wellness and quality of life for women is

financial security.

Another need expressed was the need for home visits by

health workers. The home visits were needed in order to

help women with health education related to their specific

needs and circumstance.

S129: My concern is that people do not follow the
advice given may be because they know that nobody
visits their homes to see if good habits are kept.

H62; We do not receive good care, no nurses conduct
home visits to check on us and to also teach, more
especially in rural areas.

S145: Some of us with chronic illnesses are not visited
in our homes and are not adequately taught how we
should take care of ourselves.

M375: Health care is available if you need it.
However, the health education is inadequate and no one
does community or home health visits.

From the women's comments, it appears that women have a

better understanding of the linkage between health status

and living conditions and social circumstances (Oakley,

1993). By expressing the need for home health visits, they

wished for a linking of health promotion strategies with an
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understanding of the living conditions, social circumstances

and health-related habits.

Women further expressed the need for health education

targeted at men. The women voiced concerns that the non

targeting of men created problems for them since they had no

authority to direct health circumstances within the home.

Serious concerns ranged from specific issues such as family

planning usage and sexually transmitted diseases to more

general issues like family support.

L25: Even if women are educated on issues such as STD,
if men do not want to listen nothing can be done by the
women because they will be driven out of the homes by
I■ ler) .

H78 : I have problems about family planning because my
husband does not want me to use contraceptives.

L28: Women do get the necessary education but men are
left out. Men lag behind in health education yet they
are heads of households.

M17: My need is that they should also educate men
because the men do not listen when told by their wives
and misinterpret the message she is trying to give.

M8 : Men have not been educated about health issues
which makes it difficult for the woman to implement
what she has been taught about.

What the women voiced is in agreement with Santow's (1995)

observation that public health programs in general, and

maternal-child health and family planning programs in

particular, have tended to direct campaigns at women.

However, the targeting of women means that, to a certain

extent, the burdensome roles imposed by traditional society

on its women have simply been re-imposed on them by health

3
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policy makers and researchers. This practice overlooks the

fact that women lack control over their lives generally in

relation to men (Lucke & Raphael, 1995).

Women's Participation in Health Care

Women's participation in health care planning within

their communities is almost non-existent. Over 88% of the

women interviewed stated that the concept was even new to

them. This may be indicative of the general lack of

emphasis on community participation in health care (UNICEF,

1994). In spite of the fact that a number of communities

had appointed rural health motivators (RHMs), conceived to

be avenues for community participation, a number of the

women reported that

M293 : I wish that those who train the RHMs could have
monthly meetings with other women so that they can
gather concerns women have [about the RHMs] and also to
find out what obstacles the RHMs are encountering.

S179: RHMs are not active in this community.

H234 : This RHM doesn't do anything yet the homesteads
are few, she does not do her job well.

L385 : RHMs are there but do not do anything.

Some of the women lived in communities that did not even

have this cadre of community health workers.

M337: They should please provide us with RHMs because
they can assist us in a number of ways, not having RHMs
is tantamount to having no health.

S140 : Our families receive care only when brought to
the clinic, otherwise it is unsatisfactory as we do not
get home visits by RHMs since we don't have them.

The women identified rural health motivators as more
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accessible to them. However, a majority of the rural health

motivators (RHMs) are also women and may be faced with the

same constraints as the other women face. In addition, it

is not clear how much training the RHMs receive with regard

to community organizing skills. To date, there is paucity

of information on how the RHMs have evaluated the work they

do against what they are expected to do. It is quite likely

that part of the "laziness" in doing their work could be an

outcome of their lack of access to medical knowledge which

families in their communities may need which gives them a

sense of being unhelpful. An additional constraint to doing

their community work could be lack of access to resources

that would enable them to organize and implement activities

that would encourage community participation (Woelk, 1992).

Influence of Age, Education, Area of Residence and

Region on Dependent Variables

Effect of Age

A negative correlation between age and the variables of

knowledge, satisfaction and quality rating was found. The

older the women, the less knowledge about PHC they had, the

less likely they were to be satisfied with the PHC services,

and also the less likely to rate the quality of PHC high.

The finding that older persons were less satisfied about

health services than younger persons contrasts with what is

reported in the literature, specifically that older persons
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tend to be more satisfied with health encounters (Cleary &

McNeil, 1988).

Effect of Education

The effect of women's level of education completed on

knowledge, satisfaction, and quality rating of PHC was also

assessed.

Education and knowledge. An Analysis of Variance

between education level completed and total knowledge score

produced significant findings (F=2. 719, p< . 01). However,

pair-wise comparisons did not reveal which of the groups

significantly differed. The women who had not completed any

educational level scored lower on knowledge than those who

had (see Table 4.7).

Women who had completed the adult literacy program

(Sebenta) scored higher than all the other educational level

groups. This could be a result of the educational content

in their curriculum which is more health oriented and

practically oriented encouraging post-literacy income

generating or community development projects (Ministry of

Education, 1994).

Education and satisfaction. An ANOVA between education

level completed and total satisfaction score was significant

(F=4.069, p< . 01). Pair-wise comparisons of the six groups

identified satisfaction scores for those with elementary

education to be significantly different from those of women

who had not completed any education (Scheffé=0.0313). Those
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who had not completed an educational level were less

satisfied with PHC services (see Table 4.8). The other

group that had low scores on the satisfaction dimension was

the group of women with college level education who had a

mean of 2.839. However, its results were not significant

probably because of the small sample size (n=14).

Education and quality rating. When comparing

education and the women's rating of the quality of PHC,

significant results emerged (F=3.07, p< . 011). Pair-wise

comparisons revealed a significant difference between the

scores obtained by those who had completed elementary

education and those who had not completed any level of

education (Scheffé=0. 0341).

Of the 381 women who participated in the survey, 255

(66.6%) had elementary education or less, with 137 (36%)

having less than elementary education. The literature cites

numerous advantages of formal education for women such as

declines in infant mortality and family size (Oakley, 1993;

Sennot-Miller, 1995; Castro Martín, 1995), and declines in

maternal deaths and teenage pregnancy (Briggs, 1993).

Education is thought to significantly contribute to changing

women's health-seeking behaviors in a direction which is to

their advantage and may be of more benefit than health

education per se (Oakley, 1993; Briggs, 1993).

Effect of Region

Results from the women who resided in Manzini
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significantly differed from those of the women in the other

three regions on knowledge, satisfaction and quality rating

(see Table 4.10). This finding may have serious public

health implications for health care delivery in Manzini.

Presently, health programs, and their delivery, throughout

the country are identical. The question to ask is "Are

there differences in the regions that should guide the

programming of the delivery of care?". Data collected for

the study by the investigator in this region came from some

of the poorest and most remote areas located in the Manzini

region--roads were bad, transportation was extremely poor

and residents depended on a once-a-month mobile clinic for

most of their health care needs. A closer look at the

distribution of health services in each region may help

identify underserved communities.

Effect of Residence

Living in a rural, peri-urban or industrial setting did

not produce findings that were significant (see Table 4.11)

in spite of a belief by most people that areas near urban

centers are better off. During the study peri-urban

settings that had no potable water supply and no sanitary

facilities were identified. The initial strategy of

targeting rural areas as major recipients of PHC services

appeared to have paid off. However, a shift in targeting of

areas is needed to also include attention to peri-urban
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health problems resulting from over-crowding and unplanned

settlements (UNICEF, 1994; Motsa, 1989).

Some areas identified as industrial towns in the

listing of census enumeration areas were found to be slum

areas around a factory plant. The industry did not

supervise the living conditions in the settlements. Women

residing in such towns faced the same constraints and

difficulties reported by those living in rural and peri

urban areas.

Sources of Health Information

The most widely used sources of health information were

radio and health talks (see Table 4. 12). However, it was

apparent from the women's comments that they were mainly

using these methods because that was all that was

accessible. These two methods mainly give information based

on what providers perceive as health information that their

audience needs. Women highlighted the need for community

and home focused health education. Their desires echo

Fabiano's (1994) comment that health education has to turn

from the original approach in which behavior change was

conceived as an isolated phenomenon that occurred within an

individual to a new contextual framework that appreciates

the individual's interaction with the entire environment of

a person's life. A community-oriented approach would better

meet the needs of most women.

Health education approaches should be based on consumer
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defined problems, concerns and needs (Roe, Minkler &

Saunders, 1995). The socio-cultural background of

populations along with their values and expectations ought

to be incorporated in education strategies (Marin,

Burhansstipanov, Connell, Gielen, Helitzer-Allen, Lorig,

Morisky, Tenney & Thomas, 1995). Bidirectional

communication patterns between the recipients and providers

to enhance more participation by the recipients should be

encouraged (Schubiner & Eggly, 1995).

Reproductive History and Health Facility

Utilization

These findings reflect the general statistics about the

reproductive health of women in the country. Of the women

in the study who had children, 2.3% had at least five live T

children and approximately 4.1% had experienced the death of

at least one child or a lost pregnancy. The largest number

of children's deaths occurred during the first year of life.

After the first year, the second large number of deaths

occurred between the ages of 1 to 5 years (see Table 4.13).

Dehydration, abortion/miscarriage, stillbirths, pneumonia,

and prematurity accounted for a large proportion of the

children's deaths (see Appendix K)

Despite the fact that most of the women were frequent

users of health facilities (see Table 4.15), the health

indicators were not encouraging. By 1994, Swaziland

continued to have high infant and child mortality rates

i
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(UNICEF, 1994). Most of the deaths were due to diarrheal

diseases and respiratory infections mainly due to lack of

access to potable water supplies and poor sanitation as

correctly identified by the women. Socio-cultural

constraints that limit women's usage of contraception were

singled out by the women as responsible for the high birth

rate .

Shifting the focus of health care strategies away from

disease conditions to the underlying social and cultural

causes may help reverse the unacceptable standards of health

for women and children in the country.

Desired Chandes in Health Services

Certain aspects of the concerns women had with regard

to health care and the changes they envisage have been

presented at various points in this chapter. Appendix L

lists the desired changes expressed by the women. A major

change desired by the women was that when they do access the

health care system, they should receive more respectful

treatment especially from nurses with whom the women came in

contact with more often than other cadres of health care

providers. One of the women clearly stated this wish when

she said that "if a way can be found to treat people kindly

since you have 'ordered' them to use the health facilities."

With all the criticism that has been levelled at nurses
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and nursing care in Swaziland, it would be appropriate to

help nurses, through formal and continuing education lessons

to

think of caring as a set of skills that can be

improved: showing kindness, preserving dignity,

explaining with empathy, being patient, staying

emotionally present, . . . doing for another as you

yourself would want (Miller, 1995, p. 32).

Nurses also have to be asked to evaluate the work they do to

further identify factors that influence their work

performance.

Advice to Other Women

One frequently mentioned piece of advice that women

would give to others portrayed their fear of contracting

sexually transmitted diseases and AIDS. What was

surprising, and somewhat frightening, was the notion that

women thought that they could prevent themselves from

contracting the HIV by remaining monogamous. Some of the

statements made by the women were

S158: That AIDS will destroy us if we do not behave
ourselves well.

H56: To behave herself well [sexually] because of AIDS.

M327: Not to practice prostitution or promiscuity to
avoid getting the HIV.

L40 : I would share with her the importance of behaving
herself well, being faithful to her partner to avoid
getting this AIDS illness.

:
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These statements suggest that women are capable of

implementing monogamy for themselves (Norr, Tlou &

McElmurry, 1996). However, such an approach is not meeting

the needs of many of the world's women or these women's

partners. Monogamous women are increasingly at risk of AIDS

through the behaviors of their steady male partners (Heise &

Elias, 1995).

In many countries, culturally created norms tolerate or

even encourage sexual behavior by men that puts both them

and their women at risk, while women's social position makes

it difficult for them to undertake prevention measures.

Unequal power relations make negotiation for safe sex

difficult (Heise & Elias, 1995; de Bruyn, 1992; Lucke &

Raphael, 1995). A number of women in the study expressed

the need for a female condom that they could have control

over since men refuse to use theirs:

S179: Men do not want to listen when HIV/AIDS is being
discussed placing women at risk of developing the
disease.

H57: The need for a female condom because of men's
refusal to use theirs.

H56 : The female condom must be introduced.

The bold request may be suggestive of the realization by

women that they cannot "protect themselves with a technology

that is outside their personal control" (Heise & Elias,

1995, p. 940). The women's comments suggested that they were

not confident about their partners' sexual behaviors and

were engulfed by a sense of despair regarding their

2
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inability to control their partners' sexual behaviors (Norr,

Tlou & McElmurry, 1996).

Significance of the Study

The study tapped information from women as major

consumers of PHC services in the Swaziland. The PHC

programs currently being implemented were evaluated from the

women's point of view. The study also shed some light on

how health services are perceived, at least by women, in the

country. Of significance are the problems or perceived

health care needs that were expressed by the women and were

not within the scope of health service programming by the

Ministry of Health.

In addition to evaluating the PHC services aimed at

meeting their needs, the study also helped uncover

shortcomings on the part of health care providers from the

women's perspective. Most significant was the need by the

women for personal courtesy by health care providers, mostly

Ilulic SeS .

The study has demonstrated that women in Swaziland are

capable of evaluating the care they receive or do not

receive. Through their own words, the women have brought

into sharp focus the daily experiences and problems that

influence their satisfaction with PHC services available to

them and the ultimate evaluation of the quality of health

care they receive. Addressing the problems and constraints
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will be essential in making PHC interventions become more

effective.

Strengths and Limitations of the Study

Strengths

One of the strengths of this study is the creation of a

ground breaking database on Swaziland women's opinions about

the health care and health services available to them.

Information has been sought from women residing in rural,

peri-urban and industrial settings of the country with a

representation of the four administrative regions. Ages of

the women who participated in the study ranged from 15 to 77

years.

The study has also evaluated the primary health care

system as it exists in Swaziland using the voices and

quantitative ratings of some of the major recipients of the

()

-

D
health care programs, women. Previously conducted X
evaluations of the PHC strategy have mainly relied on input )
or evaluations by health care providers. Furthermore, an ~

unanticipated result from this study has been the "social

diagnosis" (Green & Krueter, 1991) of the women's needs and -\.
their aspirations. This has provided the investigator with |

an expanded understanding/heightened awareness of the

women's social, economic, cultural and environmental Sº
concerns and goals (Green & Krueter, 1991). The study has

identified health service needs that are not addressed by
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the approaches to PHC currently being implemented in the

country.

The study has further explicated information which, if

carefully considered, can influence future trends in health

care delivery in the country.

Limitations

Limitations relate to sampling and data collection

methods used. Even though the enumeration areas from which

the respondents were chosen were randomly selected, actual

identification of the respondents involved purposive

convenience sampling. This contributed to sampling bias

since women available for interviews may not be

representative of the women in the areas selected for study.

Another limitation in the sampling design is that women

living and working on privately owned farms were not

included in this study. As a consequence, the findings can

not be generalized to the population of women in Swaziland.

The use of face-to-face interviews to collect data

also introduces a number of biases. According to Windsor,

Baranowski, Clark and Cutler (1994) such biases include 1)

role selection by respondents by giving responses based on

what they anticipate the interviewer expects them to say; 2)

social desirability or response set because the questions in

the Survey questionnaire were all positively constructed;

3) changes in the research instrument due to interviewers

becoming more proficient and more subtle in asking questions

:
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so that later interviews may be different from earlier ones;

and 4) restrictions of content whereby interviewers may fail

to get accurate information on highly sensitive issues. In

this study, reporting on children's death and abortions or

miscarriages is likely to have been affected.

Implications

Nursing Practice

The women were less satisfied with a number of health

services and also rated the quality of those services as

poor. Part of the dissatisfaction and low rating of quality

might have had less to do with the technical performance of

nurses and other health care providers but more with inter

personal skills of health care providers as an element of

quality. Nursing managers in the various regions in

Swaziland in collaboration with the Ministry of Health need

to plan for in-service or continuing education to help

nurses appreciate that, in addition to providing primary

services (nursing care and treatment), clients desire

secondary services (personal courtesy, empathy, explaining)

which must be provided (Leming, 1991).

The women also expressed the need for community based

health education. In practice, community health nurses and

other health care providers ought to re-evaluate their

traditional approach of establishing a community diagnosis

from the providers' perspective. Instead, a needs

assessment and community diagnosis that highly values

:



107

community perceptions of priority health care needs has to

be adopted. PHC endeavors should really incorporate

community participation.

Promotion of women's health requires an understanding

of the links between their material and social circumstances

and their health status and health-related behaviors

(Oakley, 1993). Such an appreciation can only occur when

community health nursing is taken out of the clinics, health

centers, and hospitals to the communities where women work

and live. Nurses are the backbone of the health care system

in Swaziland. The success or failure of PHC will be

determined largely by the manner in which nurses approach

the delivery of health services.

Nursing Education

The adoption of PHC as a strategy for health care

delivery in Swaziland occurred in 1983. However, nursing

education in Swaziland has continued to be more hospital

based and curative oriented. Nursing students receive

minimal exposure to working in communities. Hall and

Stevens (1995) suggested the need for restructuring

educational programs in which faculty participate with

students in ways that will respond to the real challenges

that individuals, families, and communities face on a daily

basis in the environments in which they live.

Specific areas of community nursing practicum for
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students in Swaziland should include peri-urban, industrial

and rural settings. Approaches to needs assessment in the

curricula should incorporate people's everyday concerns and

teach nursing students how to target the problems people

identify in a manner that facilitates community involvement.

Not all identified problems can respond to nursing

interventions (Onyejiaku et al., 1990) but evidence would be

made available that the nursing interventions were aimed at

meeting the communities' needs.

Nursing education also has to strengthen the emphasis

placed on inter-personal and communication skills just as

much as emphasis is placed on nursing knowledge and

technical skills. Topics on ethics in nursing have to be

incorporated throughout the training program and not be

offered as a course only during the first year of training

in nursing.

Nursing Theory

The needs expressed by the women and the changes they

envisage in health care delivery suggest a need for new

knowledge or revised theory regarding women's health.

Traditional approaches to women's health have focused on

maternal and reproductive aspects. However, the responses

provided by the women in the study allude to the fact that

women's health goes beyond the aspects that are the current

focus of PHC services. Women's health is complex and

multidimensional. Theory development for nursing and for

:
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women's health must include the situation of women from

different social, political, and cultural backgrounds,

(Meleis, Arruda, Lane & Bernal, 1994). Socio-political

knowing which situates nursing within the broader context in

which nursing and health care take place must be addressed

(White, 1995). Nurses must explore and uncover alternative

constructions of health and health care for women while also

identifying means of enabling all concerned to have a voice

in the planning, provision and evaluation of care.

Future Research

There is a need to replicate this study with larger

numbers of women of more age-specific groups so that

appropriate age-specific needs can be better captured. The

specific age groups could be those of women from ages 15 to

30, 31 to 50, and above 50 years. The incorporation of

women residing in privately owned farms who were excluded in

this study also has to take place, their input is necessary

and should be tapped.

The women in the study voiced their concerns about the

non-targeting of men in health care programs. A study is

needed that seeks men's opinions about health care for them

and their families and how they perceive their relative

invisibility with regard to health services in the country.

A study on nurses' perception of the work they do

needs to be conducted in view of the concerns women in the

study raised about the care they receive from nurses when

.
:
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they do access health facilities. Data generated could help

highlight the factors that hinder nurses from executing

their work in a manner society expects of them.

Last but not least, rural health motivators (RHMs)

have been playing a big role in health care delivery. To

date, no evaluation of the impact they have made on the

health status of communities has been conducted. Also,

there is no documented evidence on how RHMs themselves

evaluate the work they do. Research is needed in this area

to justify the continued existence of this cadre of health

care providers.

Implications for Women's Health Policy

Policy regarding women's health has to go beyond

addressing the focus on maternal and reproductive health

because health needs of women occur before and beyond their

reproductive years. Women's participation at policy level

should be improved because until and unless women become

part of the dialogue that establishes policy and distributes

resources, women's issues will remain vastly unattended

(Heise & Elias, 1995).

Research on women's health issues has to focus on

generating information with women as major contributors to

the data base. Knowledge of what women perceive as their

greatest health problems and needs and the constraints they

face in promoting their own health is essential. Women's

values and their experiences must influence policy on health

:
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care for women. Based on the findings generated by this

study, addressing the components shown on the Model in

Figure 5.1 may provide background information towards a

policy for women's health in Swaziland. A meaningful health

care approach to the health needs of the Swazi women should

address concerns related to economic self-sufficiency,

adequate food supply, adequate and safe water supply, socio

economic support, appropriate education, involvement of men,

environmental sanitation, control over reproductive

capabilities, and an accessible health system.

Policy on women's health should also emphasize the

positive impact of formal education on women's health.

Opportunities should be created to enable women, especially

teenagers, to continue obtaining education even when they

have had children. Currently, teenage mothers, and

sometimes fathers, have problems continuing their education

because current educational policy hinders their continuance

with formal education.

:
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Figure5.1
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Appendix A

Swaziland Women's Opinions of Quality of
Primary Health Care Survey

Questionnaire

Part I: For each of the following, please choose/tell me the
response that best describes your knowledge of the
conditions that must exist for providing health care to
women. (Indicate your response by circling the letter T or
F). There are no right or wrong responses.

T = Trule
F = False

Based on what you know:

1. In Swaziland health care is available to all
based on need. T F

2. In Swaziland people can afford the cost of
health care. T F

3. In Swaziland communities are involved in decisions
about health care. T F

4. In Swaziland various government and non
government sectors are involved in health care. T F

5. In Swaziland health services are accessible
(geographic, economic, social). T F

6. Health care is socio-culturally acceptable in
Swaziland. T F

7. In Swaziland the following health services are
available

(a) Health promotive services? T F

(b) Disease preventive services? T F

(c) Curative health services? T F

(d) Rehabilitative services? T F

s

* }

*

A

* ,

r.
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Part II: For each of the following, please select/ tell me
the response that best describes how satisfied you are with
health services for women with regard to the stated aspects.
(Please mark you response by circling the number). There are
no right or wrong responses.

º
*

1=very dissatisfied

2=somewhat dissatisfied

3 = somewhat satisfied

4=very satisfied

In Swaziland How Satisfied
Are You With .*

1. Availability of health services. 1 2 3 4 º,

2. Cost of health services. 1 2 3 4

º
3. Community involvement in health services. 1 2 3 4

-

4. Intersectoral collaboration in health services. 1 2 3 4 r

5. Accessibility of health services 1 2 3 4 s
(cost, distance, social)

6. Acceptability of health services. 1 2 3 4 *

º,

7. Health promotive services. 1 2 3 4 t
8. Disease preventive services. 1 2 3 4 º,

9. Curative health services. 1 2 3 4 \

10. Rehabilitative health services. 1 2 3 4

11. Immunization services. 1 2 3 4 Cº

12. Nutrition services. 1 2 3 4
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13. Maternal health services. 1 2 3 4

14. Child health services. 1 2 3 4

15. Family Planning services. 1 2 3 4

16. Adequate safe water supply. 1 2 3 4

17. Environmental sanitation. 1 2 3 4

18. Control of infectious diseases. 1 2 3 4

19. Health education. 1 2 3 4

20. Availability of treatment medications. 1 2 3 4

21. HIV/AIDS prevention campaigns 1 2 3 4

22. Mental health services 1 2 3 4

23. Oral Health 1 2 3 4

Overall, for women would you say available health services
are

Satisfactory [ ] Yes

[ ] No

Comments :

Of good quality [ ] Yes

[ ] No

Comments :

-

º
-

s
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Part III: For each of the following, please select the
response that best describes how you rate the quality of
care available to women with regard to the stated aspects.
Please mark your response by circling the number. There are
no right or wrong answers.

Very Poor
Somewhat Poor
Somewhat good
Very Good

: :

Rate the Quality of Services for Women. With Regard to:

1. Availability of health services. 1 2

2. Cost of health services. 1 2

3. Community involvement in health services. 1 2

4. Intersectoral collaboration in health services. 1 2

5. Accessibility of health services 1 2
(cost, distance, social)

6. Acceptability of health services. 1 2

7. Health promotive services. 1 2

8. Disease preventive services. 1 2

9. Curative health services. 1 2

10. Immunization services. 1 2

11. Rehabilitative health services. 1 2

12. Nutrition promotion services. 1 2

13. Maternal health services. 1 2

14. Child health services. 1 2

15. Family planning services. 1 2

16. Adequate safe water supply. 1 2

17. Environmental sanitation. 1 2
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18. Control of infectious diseases. 1 2 3 4

19. Health education. 1 2 3 4

20. Availability of medications. 1 2 3 4 º,

21. HIV/AIDS prevention campaign. 1 2 3 4

22. Mental health services. 1 2 3 4

23. Oral health services. 1 2 3 4

Part IV: In general

1. Share with me your thoughts about the health care that ºwomen receive.

Share with me you thoughts about the health services that .*
you and your family receive.

2. Do you have concerns about the quality of health services
available to women?

If yes, please describe. º

3. If you were to have a say, what changes would you like in )
health services?

4. Has anyone sought your advice about planning health
services? ~y

Please explain. Y.

- - -
L

5. What advice would you give to someone like you about *

health services available to women? C,

ºComments :
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Appendix B

Discussion Protocol

1. Introductions.

2. Read informed voluntary consent statement.
Request permission to audiotape the discussion assuring the
group that tapes will only be used by the investigator and not
for radio broadcast.

3. Purpose: The purpose of the group discussion is to learn more
about your experiences and perspectives on health care available
to women. Part of the information you will provide will be used
to develop a study questionnaire that will later be used to
obtain information from more women around the country.

You have been asked to participate in this group because you
are women, with an age range (mention appropriate range) and all
reside in peri-urban/rural/industrial (mention appropriate
setting) setting. It is my belief that you have information to
share with me with regard to the health care you receive/ do not
receive or you would like to receive.

4. There is no right or wrong response to the questions I am
going to ask– – only your experiences and perceptions. During the
discussion you may recall someone else's experience who is not in
this group. It is alright to describe the experience as long as
you do not mention the person's name.

Discussion Guide

1. It is being said that health services should be available
based on need.

(a) What are your thoughts about this statement?
(b) In your community, how available are health services?
(c) What services are not provided for which there is a need?

2. (a) Can you afford the cost of health care?
(b) Do you think people can afford the cost of health services?

3. It is being said that communities must be involved in
decisions about health care.

Is your community involved in planning health care?
Can you give examples?
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4. It has been suggested that various sectors should work
together to provide health care.
What does this suggestion mean to you? How should it work to meet
your health needs?
Which sectors do you consider important in providing health
care? Why?

5. One of the health goals is that health services should be
accessible to the people who use them.
Do you consider health services accessible?
What makes them accessible/ not accessible?

6. Health services should also be acceptable.
What would make health services acceptable/not acceptable to you?
What factors make health services acceptable/not acceptable to
the community?

-

7. How well do you think the following aspects have been made
available to women?

(a) health promotive services? (b) disease preventive services?
(c) curative services? (d) rehabilitative services?

8. With regard to the following aspects of care, what can you say
about the following programs to women?

(a) immunization
(b) health education
(c) maternal and child health
(d) family planning
(e) safe water and sanitation
(f) nutrition
(g) control of infectious diseases, such as diarrheas, STDs,
HIV/AIDS
(h) availability of medications
(j) mental health
(i) dental health

9. In general, what can you say about the quality of health care
with regard to what we have discussed?

10. What concerns do you have about health care currently
available to women?

11. What are your health care needs that you would like addressed
by the health care delivery system?

12. How satisfied are you with health services available to you?

13. What top three things in your health are you worried about?

14. Is there anything I should have asked you that I did not?
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Sº,
Appendix C

Swaziland Women's Opinion of Quality of Primary
Health Care Survey 2

º
DEMOGRAPHIC SHEET ID#.

REGION: Enumeration Area

1. Participant's age years 2. Residence [ ] Rural
[ ] Peri-Urban
[ ] Industrial

3. Education Level Completed [ ] Elementary/Primary
[ ] Secondary
[ ] High School Graduate
[ ] College/University Graduate
[ ] Sebenta
[ ] None

4. Usual Source of Health Information [ ] Radio
a. Mark ALL that apply [ ] Newspaper *

b. Circle the ONE most important [ ] Television
[ ] Health Talks ... -->

(School, Clinic,
-

Work, Community) º
[ ] Friends/family members
[ ] Other jº.

5. Marital status
[ ] Single (Never married)
[ ] Married (Living with man/his parents)
[ ] No longer married (Widow/divorced) º,
[ ] If married, how many wives/bozakwenu are there?

6. Number of Children }

7. Have you had a child that died? [ ] Yes sº
[ ] No

-

8. Age (s) when child (ren) died s
9. What was/were the cause (s) of death?

10. Place where you usually go for health care t
º

11. Last visit to health facility [ ] Last week º
[ ] Last month N
[ ] Last 2 months

-

[ ] Last 6 months
[ ] Over 6 months s

12. Reason for the visit
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Appendix D

University of California, San Francisco

CHR Approval Letter



COMMITTEE ON HUMAN RESEARCH
OFFICE OF RESEARCH AFFAIRS, Box 0.962
UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

138
CHR APPROVAL LETTER

w

TO: William L. Holzemer, Ph.D. Nonhianhia Sutati, R.N., M.A.
Box 0604 Box 0604

RE: Quality of Primary Health Care for Women in Swazilan

The Committee on Human Research, the UCSF Institutional Review Board holding Department of Health
and Human Services Multiple Assurance #M-1169, has reviewed and approved this application to involve
humans as research subjects.

APPROVAL NUMBER: H642-11091-01. This number is a UCSF CHR number and should be used on all
consent forms, correspondence and patient charts.

APPROVAL DATE: January 10, 1995. Expedited Review

EXPIRATION DATE: January 15, 1996. If the project is to continue, it must be renewed by the expiration
date. See reverse side for details.

Advense reactions complications. All problems having to do with subject safety must be reported to
the CHR within ten working days.

MODIFICATIONS: All protocol changes involving subjects must have prior CHR approval.

QUESTIONS: Please contact the office of the Committee on Human Research at (415) 476-1814 or campus
mail stop, Box 0962.

Sin

Rees; T. Jones, M.D.
Chairman ||
Committee on Human Research

V

HEPC Project # 9401 1091
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Appendix E

Ministry of Health (Swaziland)

Approval Letter
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SWAZILAND

Ministry of Health
P. O. Box 5

MBABANE
Swazi land

REF: PF/l312O 12 December, 1994

Ms. Nonhlanhla Alicia Sukati
University of California
Department of Mental Health
Community and Administrative Nursing
Room N-505Y
Box 0608
SAN FRANCISCO, CA 94143.

Dear Madam

RE: APPLICATION FOR Pº■ tSSION TO CONDUCT A STUDY ON WOMEN'S
PERCEPTIONS ABOUT THE QUALITY OF PRIMARY HEALTH CARE.

This letter serves to inform you that permission is hereby
granted as requested in your letter of 12th December, 1994 to
conduct the above mentioned study.

You are kindly requested to observe every channel of our Swazi
Custom and Tradition in order to receive the best co-operation
from community leaders.

Wishing you all the best in your study.

Yours faithfully

.*.
ACTG. PRINCIPAL SECRETARY

GOVERNMENT
º

~
->



Appendix F

Mhlume (Swaziland) Sugar Company

Letter of Permission
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| * NY MHLUME (SWAZILAND) SUGAR COMPANY LIMITEDº ... . * *o nox, wriumf Swazilano
%

º

§ PHONE MHLuME (0268) 31.211 (20 ºnes)
-

Telen 2092 WC) ºne ºxº'A . . .”.”
t ALL CORRESPONDENCE TO BE ADDRESSED TO THE MANAGING DRECTOR* “Jr.”

16th August, 1995

Mrs Nonhlanhla A. Sukati,
Swazil and Institute of Health Sciences,
P.O. Box 369,
MBABANE.

Dear Mrs Sukati,

re: REQUEST TO CONDUCT A SURVEY WITHIN OUR COMPANY

We are in receipt of your letter dated 28th July, 1995 in which you request to
conduct a study to identify and describe Swazi Women's opinions of the quality of
primary health care being implemented within our Company.

-

sº

C

.*Your request to carry out the survey from 28th August, 1995 to 31st August,
1995 is acceptable.

We look forward to seeing you at Mhlume.

Yours sincerely,

glººf D.J. DLAMINI
Personnel Manager

cC: Senior Medical Officer

O'ectors C P Damin (Chairman B S Glassock Managrg, R v Blackburn Rw clark
A T "Yea" -", " : ºn 3 ºr - ^ ".", "-- * * * * * * * : *ar ". . . . . . . . : a w w : ' ' 'v'.

~.n \,
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Appendix G

Information. Sheet

S

* -
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INFORMATION SHEET
RESEARCHER: Nonhlanhla Alucia Sukati, Doctoral Candidate

Department of Mental Health, Community and
Administrative Nursing
N505Y, Box 0608
University of California, San Francisco
San Francisco, CA 94143 – 0604
415 — 731 – 4 577

SUPERVISOR: William L. Holzemer, RN, PhD
Dept. of Mental Health, Community & Administrative
Nursing
N319Y, Box 0604
University of California, San Francisco
San Francisco, CA 94143-0604
415 - 476 – 2763

PROJECT TITLE: QUALITY OF PRIMARY HEALTH CARE

A. PURPOSE AND BACKGROUND
Nonhlanhla Sukati, a doctoral nursing candidate, is conducting a study
to identify and describe Swazi women's opinions of the quality of
primary health care being provided in the country and their
satisfaction with health care available to them. I have been asked to
participate in this study because I am a Swazi woman.

B. PROCEDURES

If I agree to participate in the study, I will do one of the
following: 1) I will participate in a group discussion facilitated by
Nonhlanhla with 11 other women of similar age and area of residence as
mine. The discussion will last approximately two to three hours in a
comfortable place. The discussion will focus on my knowledge of
primary health care, satisfaction with health services, quality of
health care available to women, and health needs for women. If the
group agrees, the discussion will be tape recorded; 2) I will talk
with Nonhlanhla or her assistant for about 45 minutes to two hours at
my home or another agreeable place. The interview will focus on
knowledge of primary health care, satisfaction with health services
available to me, my opinions about the quality of health care
available to women and my health care needs. My responses will be hand
recorded on the interview form.

C. RISKS/DISCOMFORTS
Participation in focus groups will involve a loss of privacy. The
researchers will ask me and the other people in the group to use only
first names during the group session. They will also ask us not to
tell anyone outside the group what any particular person said in the
group. However, the researchers cannot guarantee that everyone will
keep the discussion private.

S
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Participation in research may involve a loss of privacy. Study records
will be kept as confidentially as possible. Only identification
numbers will appear on any written records and these will be kept in a
locked file. If the results of this study are published in any
scientific journals, my identity will not be disclosed. Only members
of the research team will have access to the research data. After the
study has been completed, the audiotapes will be erased and any
written identifying data will be destroyed. If I find some questions
difficult or unpleasant to answer, I may decline to respond or stop my
involvement in the study at any time.

D. BENEFITS

There are no direct personal benefits to me for participating in the
study. However, the information I provide may help health care
providers to better understand women's needs and their satisfaction
with available health services and the quality of care being rendered
to better meet the health needs identified by women and plan for and
render acceptable services.

E. COSTS/REIMBURSEMENT
There will be no costs to me for participation in this study. I will
be reimbursed bus fare if participation in the study entailed
travelling. Reimbursement will not exceed E10.00 (ten emalangeni).

F. QUESTIONS
I have talked to Nonhlanhla Sukati about this study and have had my
questions answered. If I have any additional questions I may contact
faculty advisor, Dr. William Holzemer, Principal Investigator at (415)
476-2763 by calling collect.

If I have further questions or comments about participation in the
study, I should first talk with the researcher or her faculty advisor.
If for some reason I do not wish to do so, I may contact the Committee
on Human Research, which is concerned with protection of volunteers in
research projects. I may reach the Committee Office between 8:00 a.m.
and 5:00 p.m., Monday to Friday, by calling collect (415) 476–1814 or
by writing to the Committee on Human Research, Suite 11, Laurel
Heights Campus, Box 0.962, University of California, San Francisco, CA
94143 – 0.962 .

G. CONSENT

I have been given a copy of this consent form to keep.

PARTICIPATION IN THIS RESEARCH IS VOLUNTARY. I am free to decline to
be in this study, to withdraw from it any time, or to refuse to answer
a particular question. My decision as to whether or not to participate
in this study will have no influence on my present or future status as
a user of any health care facility.

University of California, San Francisco
Committee on Human Research Approval #
Committee Phone Number: (415) 476–1814.

()
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Appendix H

Contributors to Unsatisfactory Health Care For Women
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APPENDIX H
Contributors to Unsatisfactory Health Care for Women

Absence of community actions ~.
. lack of potable water
... no community-based health education
... absence of /inactive rural health motivators
. avoidance of health-related lessons by school teachers
... women's inability to find channels for marketing goods
... absence of a chief to direct community actions
. lack of development actions

Lack of support
... elderly women and widows lack social welfare assistance
. men not providing for children's needs
... ill-treatment of women by men
. communities look down upon women
... women not allowed to own property
... elderly abandoned by their own children W

... no family planning support by men

Inadequate health care delivery C
... ill-treatment by nurses
... exclusion of men in health programs .*
... health facilities too far -

. inability to afford cost of health care
... dental care not available
... unavailability of necessary drugs
... requirement of husband's consent for procedures,
e.g. , tubal ligation º

Environmental constraints
... area too remote j

... no transport facilities :

... drought (resulting in no water and no food) sº

Threats to women's health
. inadequate teaching : food preparation, child spacing, -

youth and sexual conduct Y.
... nonuse of contraceptives because of side effects {

. men's role in transmitting sexually transmitted diseases L

... women too busy to care for their own health *

... water shortage 1.

."only women are taught" then things do not work out

Women as own enemies
... not paying attention to health teachings
... alcohol and tobacco abuse even during pregnancy , -

. failure to unite and organize for women's programs
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Appendix I

Contributors to Poor Quality Health Care for Women
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APPENDIX I

Contributors to Poor Quality of Health Care for Women

Health care system difficulties
. ill-treatment of patients
... health facilities not opened around the clock
. inadequate medication supply
... too distant health facilities
. inadequate treatment of gynecological problems
. inadequate staffing
. poor/unavailable dental services
. lack of contraceptive counselling for teenagers
... mobile clinic only once a month

Inadequate teaching and no explanations
. teaching not specific to women's concerns
. teaching is inadequate and too infrequent
... no health education in the community (home)

Noninvolvement of men (husbands)
. in child upbringing
. in taking care of their health and that of their women
... not consenting to contraceptive use for family planning
. in providing necessary financial and other support

Absence of community development actions
... no potable water
... no rural health motivators
... no chief to attend to concerns of the elderly
... no community organizing for development
. government inattention to community development

Constraints
... drought
. lack of money to seek health care
... no clinics nearby
... no support (money and food) for the elderly
... no transport
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Appendix J

Women's Health Care Needs
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Appendix J

Health Care Needs Expressed by Women

Quality Health Care

il

caring, conscientious and courteous health care providers
adequate staffing with all levels of skilled personnel
availability of drugs
impartial health care provision by rural health motivators
follow-up care
health education on demand
availability of rural health motivators
quick screening/timely attention to avoid long queues
attention to gynecological complaints
improved listening skills by health care providers
in-patient facilities in rural clinics
improved in-patient care
thorough physical examination and correct diagnosis of
lness
no requiring of husband's consent for contraceptive use
availability of dental hygienists in rural clinics

Employment/Income Generating Activities

Be

AC

creating jobs for women
handicrafts training schools
gardening projects
activities aimed at women's economic development
selling women-produced handicrafts at competitive prices
properly constructed market shelters
employment opportunities for women
in rural areas to prevent rural-urban migration
community development projects

tter Health Education
focus on disease prevention
on management of chronic diseases
on sexuality for girls as they grow
on illness-specific information
within the community
by other government sectors, not only the health sector
health talks at health facilities several times a day
on family planning and proper nutrition
on AIDS and STDs and how women can protect themselves

cessible Health Facilities
operating on a daily basis
nearer clinics
less time spent on travelling to get help
availability of treatment for those with no money
reduction of health care costs
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Appendix J (cont. )
ambulance services in rural areas
financial accessibility for the elderly and the poor

Home Visits
for nurses to check on us and to also teach
follow-up patients with chronic illnesses
to identify and check on the elderly
to teach on things specific to the woman's home needs
by community development officers
by rural health motivators
to assess the health situation

Adequate and Clean Water
... accessible water sources

availability of potable water
water supply in drought stricken areas
for vegetable gardening
to prevent diarrhea and other water-borne diseases
chemicals for treating water sources
clean/safe water availability

Social Support for the Elderly, etc
... offspring, especially male, to care for elderly parents

social welfare by government
registration of elderly and widows by government
food distribution to elderly, handicapped and widows
programs to improve care for the elderly
financial aid by government

Educating Men
... about health care needs for women

to support women in health promotion initiatives
on the impact of multiple sexual partners on women's
health
to allow women to use contraceptives
on importance of providing for family needs including
health
on the uses of condoms
to provide for nutritional needs

Better Treatment "within the home."
eliminating women's poverty/ dependent status
support for women both in the home and in the community
men to contribute more significantly to household needs
lessening the burden of children on women
men to show more concern and listen to their wives

Adequate Nutrition
for the elderly and widows
for women and children
instituting and implementing women's gardening projects
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Appendix J (cont. )
assessment of nutritional deficiencies at health
facilities
food donations be received by all in need
maternity leave to enable women to breast-feed
including women in feeding schemes

Environmental Sanitation
construction of pit latrines
guidance on how to construct pit latrines
proper refuse disposal
health inspectors to check and reprimand those causing
filth

Female Condom
introduce the female condom

Mental Health Services
family-oriented mental health services
community-based mental health services
better care for the mentally ill and mentally retarded

Women's Orqanizations
business enterprises for women
cooperatives for women to share ideas and improve their
lives
to help share disease-related information
to help women secure loans to start development projects
to work together on health issues

Maternity Facility
construction of maternity facilities in rural areas

Family-oriented Services
focusing beyond young women and children
more attentive to family-related health issues

Better Infrastructure
transport facilities (buses) in rural areas
serviceable roads
construction of roads

Better Education
adequate high schools in rural areas
better qualified teachers
timely career guidance education
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Appendix K

Causes of Death
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Appendix K

Causes of Death and Frequencies

Causes Frequencies

Dehydration 37
Abortion/Miscarriage 37
Stillbirth 34

Don't know 32 sº
Pneumonia 18

Prematurity 12
Fever 10
Malnutrition
SIDS (Cot death)
Poisoning
Neonatal Asphyxia
Drowning
Anemia
Witchcraft
Congenital Disorder
Failure to Thrive
Lack of Immunization
Car Accident
Jaundice
Pulmonary Tuberculosis
Tetanus
Measles
Cancer
Asthma
Fits/Epilepsy
Diphtheria
Occupational Injury
AIDS
Head Injury
Nephrotic Syndrome
Meningitis
Placenta Previa
Smallpox
Gastro-intestinal Sores

C.

s

yº.
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Appendix L.

List of Desired Changes

-s

º 7.
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Appendix L

List of Desired Changes Expressed by Women

No ill-treatment in health facilities
Nearer health facilities and adequate staffing
Availability of medications and other necessary supplies
Provision with adequate and clean water
Care for the elderly and widowed
Health facilities to operate around the clock
Rural health motivators to do their work
Home visits
Implementation of development activities in most
communities
Attention to nutritional needs
Family planning education for men
Explaining diagnoses and treatment
Competent health care providers
Community-based family planning services
Creating jobs/opening markets for women to sell their
produce
Improvement of infrastructure (roads, transport)
Fixed charges in all health facilities
Triaging to enable emergency care
Youth education on sexuality
Empowerment of women in family planning
Making available alternative family planning methods
Improvement in environmental sanitation
More emphasis on preventive health services
Better care for the mentally ill
More education on AIDS
Community collaboration with government agencies
More accessible dental services
Referral between cosmopolitan and traditional medicine
Policy changes regarding treatment for STDs
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Appendix
M

RetainedItemsandFactorLoadings
onQualityRatingScale ITEMFactor

1
Factor
2 Diseasepreventiveservices

0.T11
Curativehealthservices0.703 Rehabilitativehealthservices0.699 Familyplanningservices0.638 Childhealthservices0.613 Controlof

infectiousdiseases0.559 Dental/oralhealthservices0.478 Nutritionpromotionservices
0.645

Immunizationservices0.634 Mentalhealthservices
0.561 Healthpromotiveservices

0.546 Maternalhealthservices
0.546 Communityinvolvement

inhealthservices
0.541

Intersectoralcollaboration
inhealthservices
0.537

Availability
ofhealthservices0.456

(*-º--a--
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