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OPERATIONAL DEFINITIONS 

 

Antenatal Care: Is a routine health control of presumed healthy pregnant women without 

symptoms (screening), in order to diagnose diseases or complicating obstetric conditions without 

symptoms, and to provide information about lifestyle, pregnancy, and delivery.  

 

Associated Factors: Variables that increase or decrease the likelihood of being satisfied with 

either group or individual antenatal care. 

Pregnant woman: Any woman with midwives/nurses or doctors‟ diagnosis of pregnancy.  

Provider: A nurse or midwife that provides health care services at a health setting. 

Group antenatal care: Is a model that brings women due at the same time out of the exam 

rooms to a comfortable group setting for their prenatal care. 

 

Individual antenatal care: Individualized routine health control of presumed healthy pregnant 

women without symptoms (screening), in order to diagnose diseases or complicating obstetric 

conditions without symptoms, and to provide information about lifestyle, pregnancy, and 

delivery. 

Satisfaction: Is the perceived match between expectations and actual circumstances or 

experiences. 
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ABSTRACT 

Background: Satisfaction with antenatal care can increase the use of antenatal care (ANC) 

services and subsequently lead to positive maternal and fetal outcomes. The group ANC model 

was recently introduced in a few health facilities in Rwanda. It is not known whether women are 

more satisfied in this model compared to the conventional Individual ANC model in the 

Rwandan setting.  

Aim: To assess pregnant women‟s level of satisfaction in GANC versus IANC, and describe 

factors associated with satisfaction with ANC in four health centers in Rwanda. 

Methods: A convergent parallel mixed methods design was employed. Four hundred fifty-three 

participants were recruited from Muhima, Kabusunzu, Rangiro and Yove health facilities. An 

interviewer administered questionnaire with items on socio demographic characteristics, 

obstetric and health setting factors was used. Satisfaction was measured using 10 questions 

developed by Patil et al and validated in Malawi and Tanzania. Four focus group discussions 

(FGD) involving 27 pregnant were conducted.  Statisfaction was determined using means and 

compared using an independent t-test. Percentage of women satisfied in GANC and IANC were 

also calculated using 60% as the cutoff score for satisfation. Multivariable logistic regression 

was used determine factors associated with women‟s satisfaction in ANC and a p-value of 0.05 

was considered signficant. A deductive content analysis approach was used for qualitative data. 

Results: The mean age of women was 29 (SD±6.0) years in GANC and 29 (SD±5.9)in IANC. 

Overall satisfaction was 48.2%, the mean satisfaction in IANC was of (24.37, SD±8 and (31.46, 

SD ±1.35) in GANC, p<0.001. Not being employed (AOR 1.791, CI 95% [1.78-2.724]), 

gravidity of less than 5 (AOR 1.626, CI 95% [0.929-2.848]), a waiting time of ≤1 hour (AOR 

4.255, CI 95% [2.656-6.814]) were strongly associated with satisfaction in ANC. Themes related 

to satisfaction included less waiting time, good provider attitudes, health education during ANC 

and involvement of women in ANC. 

Conclusion: Women who attended in the GANC model were more satisfied with ANC than 

women in IANC model. Women were more satisfied with ANC if they were not employed, 

having pregnancy less than 5, waiting for less or equal to 1 hour. However, poor/fair health 

center cleanliness was associated with women‟s dissatisfaction with ANC. Less waiting time and 

good provider attitude were perceived to increase satisfaction with ANC. 

Key words: Pregnancy, Antenatal care, group antenatal care, satisfaction.
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CHAPTER ONE: INTRODUCTION 

1.0.Background 

 

The World Health Organization (WHO) defines Antenatal care (ANC) as the care provided by 

skilled healthcare professionals to pregnant women (WHO, 2016). ANC is important in health 

promotion, detection, prevention, and management of pregnancy-related complications (WHO, 

2016). The current focused ANC model involves one-to-one visit with health care provider in the 

hospital setting (Catling et al., 2015). In the traditional Individual ANC, women wait for longer 

hours to receive to ANC service from a wide range of health care practitioners (Catling et al., 

2015).  

 

Group ANC has been proposed as an alternative model of ANC that may improve the maternal 

and neonatal outcomes as well as improve the client and provider satisfaction with ANC, and has 

been adopted in several countries including Canada, Iran, Australia, England, Tanzania and 

Malawi. The group ANC derives its philosophical underpinnings from the concept of “centering 

pregnancy”. It involves provision of care by health care provider to eight to 12 women of similar 

gestational age particularly in a group setting. The groups meet at regular intervals during 

pregnancy with each session lasting for about a duration of 90 to 120 minutes. The group ANC 

comprises integrating antenatal care with the core components of provision of health 

information, education and peer support to specific group of women. The Group ANC.(Manant 

& Dodgson, 2011; Rising, 1998;). 

 

The findings in the literature indicate a superior benefit of using group-based ANC compared to 

traditional ANC model including decreased number of preterm births, early initiation of breast-

feeding, increased knowledge and better preparation for labor, birth and newborn care. In a 

recent Cochrane review consisting of four clinical trial studies, however, no significant clinical 

benefits were found in the group-based ANC. Several studies have reported consistent significant 

higher level of satisfaction among women who were receiving group ANC compared to those 

who were receiving standard or basic ANC. The difficulty in measuring the construct of 

“satisfaction” across the varying cultures, renders it difficult to generalize these findings to the 
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Rwandan setting(Andersson et al.,2013;Catling et al., 2015; Jafari et al., 2010; Lathrop, 2013; 

Ruiz-Mirazo et al.,2012).  

 

Despite the good antenatal attendance, studies done elsewhere have reported high level of 

dissatisfaction with the Individual ANC. In Malawi 24% and 30% of women in Tanzania were 

satisfied with the standard ANC model (Patil et al 2017). The deficiencies in provision of health 

information, inability to address the needs of special groups particularly the adolescents and 

women with high risk pregnancy and multiple social problems were some of the most cited 

reasons for the dissatisfaction with the conventional group ANC (Carter et al., 2016 ;Catling et 

al., 2015). 

 

The Rwandan Ministry of Health has adopted the WHO focused ANC model which comprises 

four antenatal visits in 2003  and nearly one-half (44%) of women attend at least four antenatal 

visits during pregnancy(Manzi et al., 2014;National Institute of Statistics of Rwanda, 2015)). 

 

In Rwanda, a randomized cluster clinical trial study is being conducted to determine whether the 

innovative group ANC is effective in reducing preterm birth(Sayinzoga et al., 2018). The 

Rwandan Ministry of Health might consider implementing the group ANC model if positive 

findings are found from this study. Currently, the level of satisfaction with group ANC model 

compared to the traditional individualized model has not been determined in Rwanda. Therefore, 

the purpose of this study was to assess pregnant women‟s the level of satisfaction in GANC 

versus IANC, associated factors and explore the perceived associated factors of satisfaction of 

pregnant women seeking care at four health centers in Rwanda. 
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1.1. Problem statement  

Optimal antenatal care attendance is a problem in Rwanda with only 44% of pregnant women 

attending at least four antenatal care visits (Manzi et al., 2014); and yet 60% of maternal and 

neonatal death in Rwanda is related to conditions that can be detected and addressed during the 

antenatal period (Rurangirwa et al., 2017). As of present in Rwanda, the maternal mortality ratio 

is 210 maternal deaths/100,000 live births while the neonatal mortality stands at 20 deaths/1000 

live births(National Institute of Statistics of Rwanda, 2015)  

Poor  antenatal care attendance in Rwanda can be owed to the fact that only 59% of pregnant 

women are satisfied with the current traditional individualized antenatal care (IANC) 

(Mutaganzwa et al., 2018). The poor satisfaction with IANC could be due to long waiting time, 

high transport cost, and lack of social support (Rurangirwa et al, 2017).  

 

In light of the above, Rwanda was recently selected to pilot a new model of delivery of antenatal 

care called group antenatal care (GANC) which has showed promising results in some countries 

(Rurangirwa et al., 2017;Sayinzoga et al., 2018). However, no recent study in Rwanda has 

contrasted the level of satisfaction with GANC versus the traditional IANC among pregnant 

women in Rwanda. Besides, the perception of the pregnant women towards the new model of 

antenatal care delivery remains unknown. Therefore, the purpose of this study was to assess the 

level of satisfaction and associated factors to satisfaction for women attending group versus 

Individual ANC in four health facilities in Rwanda. 
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1.2. Research objectives 

1.2.1. General objective 

To assess pregnant women‟s level of satisfaction in GANC versus IANC, and describe factors 

associated with satisfaction with ANC in four health centers in Rwanda. 

 

1.2.2. Specific objectives 

1. To determine the level of satisfaction of pregnant women   with GANC versus IANC in 

four health centers in Rwanda. 

2. To determine the factors associated with pregnant women‟s satisfaction with ANC in 

GANC and IANC in four health centers in Rwanda. 

3. To explore factors associated with satisfaction with ANC among pregnant women in four 

health centers in Rwanda. 

1.3. Research questions 

1. What is the level of satisfaction with GANC versus IANC for pregnant women seeking ANC 

at 4 health centers in Rwanda? 

2. What are the factors associated with pregnant women‟s satisfaction with ANC at 4 health 

Centers in Rwanda? 

3. What are the perceived factors associated with ANC among pregnant women at four health 

centers in Rwanda?  

1.4. Significance of the study /rationale 

This study generated new body of knowledge on level of satisfaction and associated factors with 

GANC/IANC among pregnant women seeking ANC care at four health centers in Rwanda. It 

also informed pregnant women‟s perception of the factors associated with ANC in both GANC 

and IANC models. 
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1.5.  Study justification 

Women‟s satisfaction with the traditional individualized antenatal care has generally been poor 

in Rwanda with only 59% of women satisfied with IANC (Mutaganzwa et al., 2018). Recently, a 

new model of antenatal care called group antenatal care (GANC) was piloted in Rwanda and the 

response to the model has been promising. However, there is paucity of literature contrasting the 

level of satisfaction GANC and IANC. Besides, no study has yet explored the perception of 

women towards the new model of antenatal care-GANC. Therefore, undertaking this study will 

provided valuable information on the level of satisfaction and associated factors with GANC 

versus IANC and the perception of pregnant women seeking ANC care at four health center in 

Rwanda on GANC versus IANC. 
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1.6. Conceptual framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: a conceptual framework 

The conceptual framework showing factors that determine women‟s satisfaction with group 

antenatal care versus individual antenatal care.  
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1.7. Conceptual framework narrative  

 The conceptual framework that this study was adapted from the literature of the studies which 

have studied women‟s satisfaction in GANC or IANC. The framework illustrate the factors that 

influences women‟s  satisfaction with GANC or  IANC  including  social demographic factors, 

health setting related factors  ,providers and obstetrical factors , provider-client communication 

and other factors(Andaleeb, 2001;Chemir et al., 2014; Mutaganzwa et al., 2018; Rahman et al., 

2016;Srivastava et al., 2015). 

 

Health setting related factors 

 

In this study, the proposed health related factors that are independently associated with GANC or 

IANC includeclients waiting for time, cleanliness, a comfortablewaiting place, availability of 

medication, provider attitude. This will be measured according to the client‟s perceptions. 

 

Socio-demographics factors  

The socio-demographic factors influence the likelihood of women‟s satisfaction with the GANC 

or IANC model. Low level of education is associated with high satisfaction with ANC(Tesfaye, 

Mekonnen, & Negesa, 2017). 

 

Obstetric and reproductive health factors 

the obstetrical factors such as lower parity and women with more living children are highly 

associated with women‟s satisfaction with ANC(Tesfaye, Mekonnen, & Negesa, 2017). 

 

Client -provider relationship  

Patients reporting very clean  or very comfortable, and quality of care  reported higher 

satisfaction(Mutaganzwa et al., 2018) Women of group care were more satisfied with the time 

spent  with the provider and  waiting for time ANC (Jafari et al, 2010) 
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CHAPTER TWO:  LITERATURE REVIEW 

 

2. Introduction 

This chapter will encompass an overview of individual antenatal care and group antenatal care, 

essential elements of GANC model and its implementation of GANC “Ibaruke Neza Mubyeyi” 

Model in Rwanda and of IANC, Satisfaction with GANC and/versus IANC and factors 

associated with satisfaction in GANC and IANC. 

 

2.1.  Overview of individual antenatal care 

Antenatal care is the routine health control of presumed healthy pregnant women without 

symptoms (screening). ANC includes identification of risks, prevention, and management of 

pregnancy-related or pre-existing diseases, referral to the appropriate health care setting for the 

optimal management of each woman‟s needs ,and to provide information about lifestyle, and 

promotion during pregnancy through the postnatal period(Saffer et al., 2013). 

 

Antenatal care (ANC) is an important determinant of maternal and perinatal mortality and ANC 

attendance is an essential component of maternal health care on which the health of mothers and 

newborns depend (Saffer et al., 2013). 

Antenatal care permits prevention, early detection, and management of conditions that could be 

worsened by pregnancy or threatening to the mother and/or her baby. Antenatal care reduces the 

incidence of perinatal illness and death. ANC provides birth preparedness, identifies danger signs 

in pregnant women and complication readiness through timely treatment and appropriate 

referrals, and  prevents the occurrence of eclampsia, obstetric hemorrhages, obstructed labor and 

other complications associated with labor and delivery(Mccarthy & Maine, 2014). 

In the twentieth century, antenatal care was introduced to prevent or to provide early treatment of 

pregnancy complications using methodical assessments, women‟s education on positive 

behaviours, gestational age assessment, foetal and maternal screening for detection of 

abnormalities(Ogu & Alegbeleye, 2018); Lincetto et al, 2010). 
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Routine antenatal care ( ANC) is defined as the care provided by a health practitioner to all 

pregnant women to ensure the best health condition for women and their foetuses during 

pregnancy(Abalos et al, 2016). 

 

In 1994, WHO recommended 4 total “focused” antenatal care    (FANC) visits as a model to 

provide healthy pregnant women with all the evidence-based screening and prevention 

interventions in a cost- and time-effective way, the model was adopted  in 2002, as a practical 

approach to detect and address life-threatening needs for the mother and fetal wellbeing (Manzi 

et al., 2018). 

 

Most African countries followed the recommended policy and started providing the patient-

centered  FANC model and Rwanda started implementing the model in 2003(Manzi et al., 2018); 

Manzi et al., 2018; Victora et al., 2006).  

The expectations of the FANC model were to increase the attendance of pregnant women and 

provision of women-centered care. However, this was not the result of the FANC model, 

probably due to the shortage of healthcare providers in sub-Saharan Africa and the increased 

burden of providing HIV-related services such as PMTCT (WHO, 2006).  

In 2016, WHO recommendations on antenatal recommend 8 contacts, rather than 4 visits that 

were commonly done in Focused antenatal care for a positive pregnancy in order to provide 

quality , timely and appropriate evidence based care practices in ANC as  evidences showed 

improvements in health outcomes and an increased chance of receiving effective antenatal care 

(WHO, 2016b). 
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The components of individual ANC 

The basic components of ANC includerisk identification, prevention, and management of 

pregnancy –specific or concomitant diseases, education and health promotion (WHO, 2016a). 

Individual antenatal care implementation schedule includesthe the first visit between 8 to 12 

weeks, the second visit between 24-26 weeks, the third visit at 32 weeks and Fourth visit 

between 36-38 weeks. IANC aims to promote the health of mothers and their babies through 

targeted assessment of pregnant women to facilitate:  

 Identification and treatment of already established disease  

 Early detection of complications and other potential problems that can affect the 

outcomes of pregnancy. 

 Prophylaxis and treatment for anemia, malaria, and sexual transmitted infections (STI‟s) 

including HIV, urinary tract infections and tetanus.  

 To give holistic individualized care to each woman to help maintain the normal progress 

of her pregnancy through timely guidance and advice on:  

 Birth preparedness  

 Nutrition, immunization, personal hygiene and family planning  

 Counseling on danger symptoms that indicate the pregnant woman to 

get help from a healthcare provider (Bwire, 2013). 
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2.2. Overview of group antenatal care 

Group Antenatal Care an innovative model that combines assessment, education, and support in 

which 8 to 12 pregnant women are grouped by gestational age. Women are assigned to a group 

after they have experienced the standard services of an individual first ANC visit. This group of 

pregnant women attends antenatal care visits together over the course of pregnancy;  they 

actively participate in their own physical assessments, discuss pregnancy-related topics such as 

infant and child care, contraception, nutrition, and maternal mental health, and, develop a support 

network (Victora et al., 2006); Ruiz-Mirazo, Lopez-Yarto, & McDonald, 2012; Schindler Rising, 

Powell Kennedy, & Klima, 2004).  

 

GANC offers more direct contact time between pregnant women and ANC providers than 

individual visits can. For example, if a woman attends 4 individual visits, in which she spends 15 

minutes each time with a provider, over the course of pregnancy she will have spent 1 hour 

interacting with the ANC provider. However, if she attends 4 group visits, she could spend 

approximately 4-6 hours during pregnancy interacting with the ANC provider.  During this time, 

each woman has the opportunity to build community with other pregnant women, learn self-care 

skills, get assurance about the progression of her pregnancy, and gain knowledge about 

pregnancy, birth, and parenting (Schindler Rising et al., 2004; Sharma, Connor, & Jolivet, 2018).  

 

Essential Elements of Group Antenatal Care 

Rising et al (2013) defined 13 essential elements Group Antenatal Care has 13 Essential 

elements, as follows:  

Health assessment that occurs within the group space, participants are involved in self-care 

activities; a facilitative leadership is used; the group is conducted in a circle; each session has an 

overall plan, attention is given to the core content even if the content varies; there is a stability in 

leadership;  the group conduct respects the contribution of each member;  the composition of the 

group is stable, but not rigid; the group size is optimal to promote the process; involvement of 

support people is optional; the opportunity for socializing among women in the group is provided 

and there is an ongoing evaluation of the outcome(Bloomfield & Rising, 2013; Hoope-Bender et 

al, 2014). 
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2.3. Group Antenatal Care “Ibaruke Neza Mubyeyi” Model Implementation in Rwanda. 

The Rwandan GANC/GPNC Technical Working Group designed a model for the 

implementation of in Rwanda called “Ibaruke Neza Mubyeyi,” a customized group ANC and 

PNC model. This model is currently under evaluation in the context of a 36-cluster randomized 

controlled trial over an 18- month period.  

 

In Ibaruke Neza Mubyeyi, women with close due dates are organized into groups of 8 to 12. The 

first ANC visit is a standard one where every woman is registered and receives a comprehensive 

medical, gynecological and obstetrical, examination and routine laboratory assessments such as 

voluntary HIV and syphilis tests, urinalysis, blood group, and rhesus, and hemoglobin test. At 

the first ANC visit, each woman receives routine and indicated treatments such as immunization 

and medication, is referred to specialist consultation when necessary, receives health education 

on various topics regarding pregnancy, and is invited to join “Ibaruke Neza  Mubyeyi” starting at 

the second ANC visit (Sayinzoga et al., 2018).  

 

Women are scheduling for their next GANC as follows (ideal):  

GANC 2 Visit: 20-24 weeks of gestation  

GANC 3: 28-32 weeks of gestation  

GANC 4: 36- 40 Weeks of Gestation (Sayinzoga et al., 2018). 

 

Various activities are facilitated by the CHW and midwife/nurse at the health center. First, the 

co-facilitators prepare for the group session by gathering together patient files for review, 

supplies, clean drinking water, an examination table, a screen to provide privacy during the 

examination and a working table for record of initial health assessment‟s results. Then they 

arrange all these in a group meeting space where women sit in a circle on benches. 

Discussion topics include pregnancy danger signs, maternal mental health, birth plan and signs 

of labor, birth spacing and family planning, labor and birth, nutrition, breastfeeding, 

immunization calendar, postnatal care of a mother and danger signs in a mother and newborn. 

All this discussion topics are included in a GANC/GPNC manual for providers named 

“IBARUKE NEZA MUBYEYI”. 
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2.4. Satisfaction with GANC and/versus IANC 

Women‟s satisfaction with antenatal care is a common component of evaluation the quality of 

health care in maternal health. Various studies looked at the women‟s satisfaction and factors 

associated with their satisfaction   with ANC in both IANC and GANC models and have 

provided useful recommendation for each models‟ implementation.  

 

2.4.1. Women’s satisfaction with IANC 

In Rwanda, a study in two rural districts, Kayonza and Kirehe showed that overall satisfaction 

with Antenatal care is 59% (Sayinzoga et al., 2018). However, a study done in Belgium showed 

that are satisfied with provider care (86.3%), staff interest (84.8%) and  with information 

received 78.7%) (Galle et al.,2015). Clients satisfaction with antenatal care was high in a study 

conducted in Kenya and Namibia, where this satisfaction was strongly associated with the client 

waiting time and the number of waiting time(Do et al, 2017).In Kazakhstan, 90% of women were 

satisfied with the antenatal care and a high percentage of dissatisfied were having a lower 

education (Dauletyarova et al., 2018).In a randomized control trial in Malawi and Tanzania. In 

Malawi, women were satisfied with IANC with a mean of 23.7% and SD= 5.8 while in Tanzania 

women were satisfied with IANC at a mean of 31.0% and SD= 5.3 (Dauletyarova et al., 2018). 

 

2.4.2. Women’s satisfaction with GANC 

Satisfaction was evaluated to be higher among women who were allocated to group antenatal 

care in the USA, Iran, Malawi , Sweden and Tanzania (Patil et al., 2017);Patil et al., 2017) In a 

study done in Malawi and Tanzania in 2016, women were satisfied with GANC at a mean of 

38.7% with SD=6.3 in Tanzania and a mean equaling to  39.8%  with a SD=6.3(Patil et al., 

2017).  
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2.5.Factors associated with women’s satisfaction with GANC versus IANC 

Socio-demographics factors   

Socio demographic factors include age, marital status, and religion, level of education, income, 

occupation, and area of residence. 

In a study conducted in Bursa district, Southern Ethiopia, 2014 found that satisfaction with ANC 

was lower among women with secondary education and above educational level [AOR=0.14, 

95% CI= 0.03-0.78(Patil et al., 2017). A cross sectional study done in Malaysia in 2016 on 

factors affecting satisfaction on antenatal care services reported that ethnic group and out pocket 

expenses were important predictors of the level of satisfaction with antenatal care (Rahman et al, 

2017). However, in a study conducted in Kazakhstani, there were no associations between any of 

the social demographic factors which included age, education, and income with women‟s 

satisfaction with antenatal service  95% CI: 88.3–91.4 (Tesfaye et al., 2017). 

  

Obstetric and reproductive health factors 

In a study conducted in Rwanda, lower parity (no prior children versus ≥1 child) was associated 

with greater satisfaction (P = 0.01) in their final ANC model , they found that patient with more 

living children ( 1+ vs. O) were less likely to report high satisfaction [OR = 0.46, 95% CI: 0.25–

0.84] (Dauletyarova et al., 2018). However there was no association of gestational age, a number 

of antenatal care visits and parity with women‟s satisfaction with ANC services (95% CI: 88.3–

91.4 )in a study conducted among pregnant women in Kazakhstani (Dauletyarova et al., 2018). 

Health setting factors  

Patients reporting very clean  (P = 0.002) or very comfortable for example in Kirehe (P = 0.504), 

facilities reported higher satisfaction than those who did not, technical skills (P = 0.190)and 

quality of care (P < 0.001) reported higher satisfaction compared to those who did 

not(Dauletyarova et al., 2018) Women of group care were more satisfied with time spent  with 

the provider and  waiting for time ANC (Jafari et al, 2010).  
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Client -provider relationship  

In their study in Rwanda ,  Mutaganzwa and colleagues (2018)  reported interpersonal 

relationship factors  to be associated with high satisfaction .This including higher ratings of 

provider understanding, (P < 0.001), communication (P < 0.001), respect ( P < 0.001), 

promptness (P = 0.001)(Mutaganzwa et al., 2018).Women who reported greater perceived 

quality of services [OR = 3.03, 95% CI: 1.56–5.88] and higher respect [OR = 4.13, 95% CI: 

2.16–7.89] were more likely to report high overall satisfaction(Mutaganzwa et al., 2018).  

In a number of studies, women in GANC were more satisfied with the information regarding 

pregnancy, child birth and postpartum than those in the IANC(Andersson et al., 2013). A study 

in Sweden, women in GANC were more than three times likely to be satisfied with the provision 

of information about pregnancy and childbirth (AOR=3.45[95% CI=2.03-5.85]) compared to 

women in IANC(Andersson et al., 2013). A cluster randomized controlled trial conducted  in 

Iran, women in group care were highly satisfied with antenatal care services compared to those 

in individual antenatal care (mean item score= 3.8, SD= 0.20 for group care and mean item 

score= 3.01, SD=0.31 for individual care P< 0.000)(Jafari, et al.,  2010). 

 

 

 

 

 

 

 

 

 

 

 

  



16 

 

CHAPTER THREE: METHODOLOGY 

3. Introduction 

This chapter describes the methods and materials which were used in this study. It incorporates; 

study design, study site, study setting, study population, sample size, sampling method, data 

collection instruments and procedures, data management, ethical considerations, and 

dissemination plan.  

3.1. Study Design 

In this study, concurrent mixed method design was employed to determine women‟s level of 

satisfaction in GANC versus IANC and associated factors. A cross sectional design employing 

an interviewer administered questionnaire was conducted among women attending ANC in four 

health centers. In addition, an explorative qualitative study consisting of FGD‟s was conducted 

among women attending ANC in Muhima, Kabusunzu, Rangiro and Yove health centers.  

The mixed method was employed to better understand the factors associated with satisfaction 

that which would not be possible with one approach This design enhanced understanding of the 

satisfaction and factors associated with ANC in a setting with two different models of care.  

3.2. Study Sites 

Table 1: Description of the study sites  

Health Centre ANC Model No. of 

working 

days per 

week 

No. of 

midwives/ 

nurses   

Monthly 

ANC 

attendance 

Monthly 

deliveries 

Location  

Kabusunzu GANC 5 17 200 69 Urban  

Muhima IANC 2 18 500 100 Urban  

Rangiro  IANC 3 16 350 80 Rural  

Yove GANC 3 10 130 40 Rural 

 

3.3. Study Population 

The study population in this research were pregnant women attending ANC in Kabusunzu, 

Muhima, Rangiro, and Yove health centers.  
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3.4. Inclusion criteria 

Pregnant women who had attended at least 2 ANC visits in Kabusunzu, Muhima, and Rangiro 

and Yove health centers. 

3.5.  Exclusion criteria 

Pregnant women who were critically and mentally ill, who could not speak Kinyarwanda were 

excluded. 

3.6. Sample size consideration 

 

For calculating the sample size, Fleiss (1980) formula is used 

  
         

                   

        
 

Where 

n: is the size of the sample drawn from the population, 

P1: the proportion of satisfied subjects in group care  

P2: the proportion of satisfied subjects in standard care (individual), 59% 

P1- P2: the effect size (the difference in proportion) 

Z(1-α/2): This depends on the level of significance, for 5% this is 1.96 

Z(1-β): This depends on power, for 80% this is 0.84 

α: is the probability of rejecting a true null hypothesis. 

β: is the probability of accepting a false null hypothesis. 

(1- β) = Power: is the probability of rejecting a false null hypothesis. 

A sample size of 412 women, 206 in each group, is sufficient to detect a difference of 13% 

between groups‟ satisfaction of clients using a two-tailed z-test of proportions between two 

groups with 80% power and a 5% level of significance. This 13% difference represents a 72% 

satisfaction in group 1 and 59% Satisfaction in group 2. With a non-response rate of 10% of the 

total sample size will be 453 participants.  

For the qualitative component, 4 focus group discussion was conducted with total of 27 women.  
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3.7. Sampling Method and Procedure 

Systematic random sampling was used for the quantitative part of the study.  Total number of 

pregant women attending ANC  monthly in 4 health centers is equal to 1150 ,  each health center 

receives an average of 30 pregant women per day. With an expected sample size of 453, the 

sampling interval =1150/453= 3. Every day, each woman was assigned a number from 1 to 30 in 

every health center. Then using the ANC cards collected from the women as they come to the 

health facility, we randomly select a starting number between  1 and 3. After this, every third 

card on the pile was selected to get the daily expected number of 10 women.  

 

Purposive sampling was used for the qualitative part of the study. Using ANC cards women who 

are having second pregnancy and above and have experienced IANC and GANC and have 

attended at least two or more ANC visits were included irrespective of their gestational age. One 

focus group discussion was conducted per study site; a total of 27 women was included in the 

study. Each FDG‟s included 7 pregnant women except, Rangiro health center which included 6 

pregnant women.  

 

3.8. Study Variables 

 Independent variable 

Independent variables include; health setting factors such as clients waiting time, cleanliness of 

the facility, a comfortable waiting place, availability of medication and  provider‟s attitude. This 

will be measured according to the client‟s perceptions. Client -provider relationship included: 

communication, understanding, respect, promptness, and confidentiality. Socio-demographic 

factors included; age, marital status, religion, education, occupation, income and area of 

residence. Obstetric and reproductive health factors such as number of pregnancy, inter-

pregnancy interval, gestation age, parity and number of children, interpregnancy interval, history 

of abortion, planned pregnancy HIV status, Gestational age at first ANC visit, number of ANC 

visits. 
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Dependent variable  

The dependent variable is satisfaction with ANC measured using a satisfaction tool developed by 

Patil et al (2017) which is on appendix I on questionnaire on section 4.  

3.9.Data collection procedure 

Every morning the investigator informed all pregnant women about the study. Women who had 

atleast one visit previously were invited to participate in the study. Those who were interested 

were checked for eligibility and taken through the informed concent process. After the ANC 

visit, the woman were interviewed by the investigator using a structured questionnaire. In order 

to ensure privacy women were interviewed from a private room within the ANC clinic. 

Participants were thanked for their cooperation at the end of the interview. 

 

 Before each FGD, the investigator informed all pregnant women about the study. Purposively in 

health centers that are implementing GANC, women who are having second pregnancy and 

above and have experienced IANC and GANC and have attended at least one ANC visits 

irrespective of their gestational age were selected and invited to participate in the study.  

In health centers implementing IANC, women who have attended at least one ANC visit 

irrespective of their gestational age were were selected purposively and invited to participate in 

the study.Those who were interested were taken through the informed concent process. In order 

to ensure privacy women were interviewed from a private room within the ANC clinic. 

Participants were thanked for their cooperation at the end of the interview. 

 

3.10. Data collection tool 

The data collection tool had four sections; demographic characteristics, pregnancy, and obstetric 

information, questions on satisfaction on health setting factors and client –provider relationship 

and 10 questions measuring women‟s satisfaction with ANC. Each of the 10 items in this 

satisfaction questionnaire has 5 possible answers, from 1 (least satisfied) to 5 (most satisfied). 

The highest possible score is 50 while the lowest possible score is 10 (range interval 40) The 

questionnaire consisted of some satisfaction questions that were adopted from a tool by Patil et al 

(2017) that was used in Malawi and Tanzania. Satisfaction in IANC and GANC in Malawi and 
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Tanzania was satisfaction means which were calculated and compared using a t test. With a 

p<0.001 and the difference was recorded in both countries (Patil et al., 2017).   

Two FDG‟s guides were used   to explore women‟s perception of factors associated with ANC, 

one guide was specifically for women in IANC and another for women in GANC as they have 

experienced both IANC and GANC models 

3.11. Quantitative data management 

All the questionnaire was checked for the completeness at the end of each interview and stored in 

a lockable cupboard at the end of the day. Raw data collected were entered and analyzed using 

STATA version 13 (StataCorp.2013, Stata Statistical Software: Release 13. College station, TX: 

Stata Corp LP). Entered data were protected with a password and questionnaires were kept under 

lock and were accessed only by the researcher. 

 

3.12. Quantitative data analysis 

Descriptive statistics were done for demographic, obstetrics and health setting characteristics, an 

independent sample t-test was done to compare the mean satisfaction in IANC and GANC, 

percentage of satisfaction was reported and used to test the hypothesis.  Bivariate and 

multivariate logistic regression analysis was done to examine the factors associated with 

women‟s satisfaction with IANC and GANC. 

 

3.13. Qualitative data collection 

A total of 4 FDGs were conducted, in four health centers, one per health center, two 

implementing IANC and other two implementing GANC, the total of 27 individuals were 

included in FDGs.  

One focus group discussion was conducted per study site; a total of 27 women was included in 

the study. Each FDG‟s included 7 pregnant women except, Rangiro health center which included 

6 pregnant women.  

Women and the group discussion were recorded using audio taped after obtaining consent from 

the participants. The average duration of FDGs was 60 minutes. The majority of participants 

were married or cohabiting and had completed primary education. 
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3.14. Qualitative data analysis  

All discussion was recorded and transcribed verbatim in Kinyarwanda, to ensure accuracy and 

completeness, each transcript was read while listening to its recorded audiotape. After validating 

the transcript, the typed narratives were then translated into English and verified for accuracy. 

Subsequently, the researcher read and re-read each transcript in it‟s entirely to gain a complete 

sense of what had been said by the participant. Using thematic deductive analysis, the transcripts 

were reviewed several times, meaning units were extracted from the content, and a set of codes 

were developed to describe groups of words or categories which depict the same ideas or 

concepts. The categories were subsequently grouped into themes which together described 

women‟s satisfaction with IANC Vs GANC and factors associated with this satisfaction in four 

health centers in Rwanda.  Direct quotations from Women are presented in italics to highlight 

key findings. The researcher collaborated with the supervisor throughout the data analysis 

process to discuss the codes and categories and to come to a consensus of the final emergent 

themes. 

 

3.15.  Quality control 

Research assistants were trained before data collection to make sure that they understand the 

consenting processes and the questionnaire. Pretesting the questionnaire tested on 10 women 

attending antenatal at Rugarama health center to ensure that the questionnaire captures the 

correct information and is understood by the participants.  

 

3.16. Ethical consideration 

Ethical approval was sought and obteined from the School of Health Sciences Research and 

Ethics Committee (SHSREC number) and the University of Rwanda Research and Ethics 

Committee. Ethical approval letters were sought and obteined from Nyamasheke and 

Nyarugenge health district directors and presented to Kabusunzu, Muhima, Rangiro, and Yove 

health centers managers.  

The health centers managers were briefed about the study and permission to carry put the study 

in their health centers was obtained. Confidentiality and privacy were maintained throughout the 

study.  

 



22 

 

3.17. Dissemination Plan 

 

Results of this study will be shared with health professionals in health centers where the study 

will be conducted, with the partners of the Preterm Birth Initiative-Rwanda (Rwanda Biomedical 

Center, University of Rwanda, School of Public Health, and University of California, San 

Francisco) that are conducting the cluster randomized controlled trial of GANC. A copy of the 

study in the form of a dissertation will be shared with the Makerere University library. Results of 

the study will also be disseminated in both national and international conferences and published 

in a peer-reviewed journal. 
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CHAPTER FOUR: RESULTS 

4.1. Introduction 

A total of 453 study participants were recruited, half of them 227 (50%) attended the IANC 

(Muhima and Rangiro study sites) while the other half 226 (50%) attended the GANC 

(Kabusunzu HC and Yove study sites,).  

4.2.Quantitative results  

4.2.1. Demographic characteristics of participants 

Demographic characteristics of participants 

The age of the participants ranged between 18 and 46 years with a mean age of 29 (SD±6.0) 

years in GANC and 29 (SD±5.9) in IANC. Majority of the participants 206 (91.0%) in GANC 

and 197(87.0) in IANC were married, and having primary education 88(39.0) in GANC and 110 

(48 .0%) in IANC. The majority of participants were HIV negative with 206(91.0%) in GANC 

and 209 (92.0%) in IANC Model. More details are shown in table 2 below 

Table 2: Demographic characteristics of participants 

Characteristics 

GANC 

(n=226) 

Percent % IANC 

(n=227) 

Percent % 

Age in years mean age and SD 29 (SD±6)   29 (SD±5.9)  

   18-34 180  80 176  78 

   ≥35 46  20 51  22 

Education level     

   No education attained 65  29 75  33 

   Primary 88  39 110  48 

   Secondary and tertiary 73 32 42 19 

Marital status     

   Married/living together 206  91 197  87 

   Single/not living together 20  9 30  13 

Employment status     

   Not employed 100  44 141  62 

   Employed 126  56 86  38 

Monthly earning (in Rfr)     

   Income less than 5000 Rfr  130  58 139  61 

   Income more than 5000 Rfr  96 42 88  39 

HIV sero-status     

   Positive 20  9 18  8 

   Negative 206  91 209  92 

 

Rfr (Rwandan francs)  
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4.2.2. Satisfaction with Antenatal care 

Pregnant women in GANC were more satisfied with a mean satisfaction score of (31.46, SD 

±1.35) those in IANC with a mean satisfaction score of (24.37, SD±8), p<0.001. 

Overall satisfaction with antenatal care using the 60% cutoff was at 48.6%. Of 226 women 

attending GANC, 72.0 % were satisfied, while out of 227 women attending IANC only 25.6.0% 

were satisfied with ANC. These results indicated that the difference in the satisfaction was 

46.0% between GANC and IANC. This is much higher than 13% initial predicted in this study, 

and chi square indicated that there is an association between the level of satisfaction and the 

mode of ANC (p< .0001). More details are shown on figure 2 below 

 

 

 

Figure 2: Satisfaction with ANC in different models of care 

The overall total of women satisfied with ANC were 220 and women who were not satisfied 

were 233. Of 226 women attending GANC, 72.0 % were satisfied, while out of 227 women 

attending IANC only 26.0% were satisfied with antenatal care services 
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4.2.3. The factors associated with women’s satisfaction with ANC in   GANC and IANC 

models in Kabusunzu, Muhima, Rangiro, and Yove healthcenters 

 

1. Bivariate analysis  

1.1. Socio demographic factors associated with women’s satisfaction  

At bivariate analysis, Women who were not employed (COR1.979, CI 95% [1.361-2.877]), were  

likely to be satisfied. More details are shown in table 3 below 

Table 3: Bivariate analysis    of Socio demographic characteristics and satisfaction with 

ANC  

(%) Column percentage  OR: Odds Ratio  CI: Confidence Interval 

*statistically significant risk factor 

Characteristics Not satisfied 

(n=233) n (%) 

Satisfied (n=220) 

n (%) 

 

COR  

(95% CI) P-value* 

Age in years       

   18-34 183(51.4) 173(48.6) 1   

   ≥35 50(51.5) 47(48.5) 0.994 0.635-1.558 0.980 

Education level      

   No education attained 57(49.6) 58(50.4) 1   

   Primary 105(53.0) 93(47.0) 0.870 0.550-1.379 0.554 

   Secondary and tertiary  71(50.7) 69(49.3) 0.955 0.583-1.564 0.855 

Marital status      

   Single/not living together  30(60.0) 20(40.0) 1   

   Married/living together 203(50.4) 200(49.6) 1.478 0.812-2.689 0.20 

Monthly earning       

income less than 5000Rfr 172(50.3) 170(49.7) 1.206 0.785-1.853 0.393 

Earning some money more 

than 5000Rfr 

61(55.0) 50(45.0) 1   

Employment       

   Employed  142(59.4) 97(40.6) 1  

Not employed  91(42.5) 123(57.5)  1.979  1.361-2.877 <0.001 

HIV status       

HIV positive 20(50.0) 20(50.0) 1   

HIV negative 213(51.6) 200(48.4) 1.065 0.556-2.038 0.849 
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1.2. Bivariate analysis of obstetrical information and satisfaction 

Women with 1
st
 pregancy to 4

th
 pregancy (COR1.846, CI 95% [1.121-3.040), were likely to be 

satisfied with ANC. More details are shown in table 4 below. 

Table 4: Bivariate analysis of Obstetrics information and satisfaction 

Characteristics Not satisfied 

n=233 n (%) 

Satisfied 

n=220 n (%) 

COR  (95% CI) P-value* 

Gestational age       

   First trimester 12(41.4) 70(58.6) 1   

   Second trimester 88(49.2) 91(50.8) 1.370 0.619-3.034 0.438 

   Third trimester 120(49) 125(51) 1.360 0.623-2.968 0.440 

Gravidity      

     ≥5  29(36.2) 51(63.8) 1   

1-4        191(51.2) 182(48.8) 1.846 1.121-3.040 0.016 

Number of ANC visits       

   2
nd

 visit  117(48.1) 126(51.9) 1   

   Third visit 

 

62(47.3) 69(52.7) 0.968 0.632-1.481 0.880 

≥Fourth visit 36(50.0) 36(50.0) 1.077 0.636-1.822 0.782 

(%) Column percentage  OR: Odds Ratio  CI: Confidence Interval 

*statistically significant risk factors 
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1.3. Bivariate analysis of health setting factors and satisfaction 

Women  whose waiting time was less or equal to 1h (COR 5.897, CI 95% [3.920-8.87)  , those 

who rated the health setting cleanliness good  (COR 2.833, CI 95% [1.198-6.702]) , very good 

and excellent (COR 10.162, CI 95% [4.085-25.282]), those who got prescribed medicine (COR 

2.187, CI 95% [1.207-3.962]) and those who rated the comfort of the ANC waiting area very 

good /excellent (COR 5.147, CI 95% [2.605-10.170])  were   likely to be satisfied with ANC. 

More details are shown in table 5below. 

Table 5: Bivariate analysis of health setting factors and satisfaction 

Characteristics Not satisfied 

n=223 

 

Satisfied 

n=220 

C OR  (95% CI) P-value* 

Waiting time      

>1 hour 156(73.6) 56(26.4) 1   

   ≤1 hour 77(32.1) 163(67.9) 5.897 3.920-8.87 <0.001* 

Health setting cleanliness      

   Poor/Fair 28(80.0) 7(20.0)  1   

   Good 168(58.5) 119(41.5) 2.833 1.198-6.702 0.018* 

  Excellent 37(28.2) 94(71.8) 10.162 4.085-25.282 <0.001* 

The comfort of ANC 

waiting area 

     

   Poor/Fair 35(67.3) 17(32.7) 1   

   Good 156(61.4) 98(37.6) 1.293 0.687-2.434 0.425 

   Excellent 42(28.6) 105(71.4) 5.147 2.605-10.170 <0.001* 

Got prescribed medicine      

No    38(67.9) 18(32.1) 1   

Yes 
195(49.1) 202(50.9) 2.187 1.207-3.962 0.010* 

Time is taken to reach the 

health center 

     

   ≤1 hour 
160(50.5) 157(49.5) 1.137 0.760-1.701 0.532 

   >1 hour 73(53.7) 63(46.3) 1   

(%) Column percentage OR: Odds Ratio CI: Confidence Interval *statistically significant risk 

factors 
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2. Multivariate analysis  

The variables that are statistically significant  with a cut off of p value of < 0.005  at multivariate 

analysis were : Women who were not employed (AOR 1.791, CI 95% [1.78-2.724]), those with 

gravidity   of 1-4 (AOR1.626, CI 95% [0.929-2.848]), with a waiting time of equal or less than 1 

h (AOR 4.255, CI 95% [2.656-6.814]) and were strongly associated with satisfaction in ANC. 

Poor/ fair health center cleanliness (AOR 0.212, CI 95% [007-0.571]).More details are shown in 

table 6 below 

Table 6: Multivariate analysis for the overall satisfaction and ANC   

Characteristics AOR  95% CI P-value* 

Marital status  

 

 

 

  Single /divorced 1   

Married /living together  1.526 0.770-3.022 0.226 

Employed:  

 

   Yes 1   

No 1.791 1.178-2.724 0.006* 

Gravidity    

≥5 1   

1-4 1.626 0.929-2.848 0.089* 

Waiting time     

>1 hour  1   

≤1 hour 4.255 2.656-6.814 <0.001* 

Cleanliness of the HC      

Very Good/Excellent 1  0.008* 

Good 0.653 0.386-1.106 0.113 

Poor/fair  0.212 0.079-0.571 0.002* 

Comfort of ANC waiting area     

Very good/Excellent 1  0.304 

Good 0.618 0.307-1.244 0.178 

Poor/fair  0.902 0.354-2.298 0.829 

Getting prescribed medicine    

Yes  1   

No 0.955 0.487-1.873 0.892 

*statistically significant risk factors  
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4.3. Qualitative results  

Using thematic deductive analysis, four themes were identified. These themes are: time required 

for ANC, changing provider attitudes, health education during ANC and involvement of women 

in ANC. 

Table 7:  qualitative coding tree   

Codes Categories Themes 

 

Took 3 hours before care 

Husbands participate in queuing 

Spend up to 4 hours before care 

Midwives priorities meetings 

Stressful waiting time  

It takes longer than 3 hours before being 

seen 

Spend 2-4 hours 

Midwives start with meetings 

some midwives take a long time 

spending more than an hour 

spend up to 6 hours before care 

Stressful to describe 

waiting time is Annoying 

mothers having no choice than to wait  

Mothers being received   after 3 hours 

 

midwives always available 

never spend time before being received 

getting care doesn‟t take time 

waiting only less than 30 minutes 

midwives wait for mothers 

 

Waiting time in 

IANC/GANC  

 

 

 

  

 

 

 Time   in ANC  

staying long in IANC 

spend a whole day at ANC clinic 

taking long to receive care 

getting care doesn‟t take time 

counting to go home at 4 or 5 pm 

spending more than 6 hours  

mothers leaving after 2 pm  

ANC taking the whole day  

Time spent carrying for 

the woman  

 

time taken generally 

from time of leaving 

home until they go back) 

in IANC/GANC  
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Spending a lot of time  

Delayed ANC  

 

ANC being automatic  

Mothers going home early  

Spending less than 3 hours  

ANC done in short time  

 

Providers are respectful 

Providers attitude depending on the 

nurse  

the nurse is good 

it depends on the day 

Verbal abuse 

Mothers fearing providers 

We fear to approach them 

 

Midwives/nurses greets mothers 

midwives start with meetings  

Midwives waiting for women  

mothers wait for midwives 

Healthcare providers 

behavior towards women 

Provider’s attitude 

Short or lack of Health education 

limitation of the number of women for 

information 

making women to make a choice  

Fear to ask questions 

No health education  

 

Sharing  

Women sitting in Cycle  

Providers being part of the group  

sharing experience 

use of cards for discussion  

freedom of speech  

materials of examination in the same 

room  

 

 

 

Information and 

communication in ANC 

Mother-Health provider 

interactions  

 

we start taking blood pressures as we 

wait 

women doing initial assessments  

women participating in their own care  

women feeling part of the 

system 

Involvement of Women in 

ANC  
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Theme 1: The time in ANC 

Women in IANC reported spending a lot of time waiting to be attended. They and their partners 

queued very early in the day to ensure that their wives receive care. This qualitative data 

corresponds to the quantitative data reported above, in which most women stated they wait for 

more than 2 hours to be received by a provider for ANC. In GANC, waiting time is reported to 

be short which results in increasing satisfaction with care. Most of the participants reported 

meeting the providers and health community workers waiting for them, and waiting was 

described as less than 30 minutes.  

 

“The main problem is that we reach here early and they receive you late sometimes we spend 4 

hours when we come with the husbands for tests, it really makes us feel uncomfortable and when 

you ask him to come back later, he may refuse.” Woman, 41 years old, Gravida6, IANC. 

“We meet them when they are waiting for us, they come and we start our self-examination with 

the help of community health workers when the nurse is checking [us] one by one. Sometimes 

they are two community workers and one nurse and other times they are only one. We don’t 

normally spend more than 5 minutes before they come and give us the materials so that we can 

start taking our blood pressure and other measurements we can do ourselves. Our group always 

come here at ten and we found that they are done with other women. “Woman, 30 years old, 

Gravida 4, GANC. 

The overall time that women spend at the facility varied between the two models of care. 

Women reported spending almost the whole day receiving IANC while in GANC, they reported 

spending less time. 

 

“We spend too much time and it always takes like a whole day . . .” Woman, 36 years old, 

Gravida 4, IANC. 

A woman who had attended IANC during her previous pregnancy reported that:  

“These days it is automatic. I think they still have the same number [of women] but divided into 

groups. In my last pregnancy, it was really stressful to come here--women were so many, and 

you could spend here the whole day. Now it is like in private [health care facilities” Woman, 30 

years old, Gravida 4, GANC. 
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Theme 2: Provider’s attitude 

Women reported that the provider attitude depends entirely on the nurse. Some providers were 

said to show respect by greeting and orienting the women, while other providers do not. Women 

in GANC mainly reported that they were treated with respect and kindness by providers. This 

shows the changing attitudes of providers within the GANC model of care. 

 “Some will greet us, like the last time they came in and greeted us but today they didn’t. Last 

time when I came the one who was there greeted us nicely and we had a talk and she oriented 

us.” Woman, 19 years old, Gravida1, IANC. 

 

“When the nurse came, she even remembered some of us. The community health worker also 

greeted us before we started. As she was new, she told us her names” Woman,25 years old, 

Gravida 2, GANC. 

There were reports of verbal abuse by health workers from women attending IANC. Women 

showed concerns regarding the use of abusive language by health workers. This attitude was said 

to affect communication between the mothers and health workers and the women‟s self-worth. 

 

“I don’t know about others but, when I asked about where I will go to get the files, the nurse 

asked me if I am fine or mad. Since that time, I never talk to them. I ask other women instead. 

When they examine, I do what I am asked to do then leave here in peace.” Woman, 25 years old, 

Gravida2, IANC. 

 “Imagine, I came having pain and I thought that I will ask her. She started abusing me telling 

me that I am deaf, the language she used made me become quiet and I told myself that someone 

who is telling me that I am deaf, will end up telling me that I am even blind. I kept quiet . . .” 

Woman, 32 years old, Gravida 1, IANC 

 

Theme 3: Mother-Health provider interactions  

Women in IANC reported that due to the big numbers of women attending ANC same time, not 

all who come on a particular day were examined. Health providers also offered little or no health 

education. However, GANC participants reported that because they were assigned a group visit 

date and time, fewer women presented for care at the same time and that a nurse/midwife and a 

CHW were available to help during the group visit.  
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The provider and CHW sat in the circle with the women to lead discussions about health topics, 

using picture cards to stimulate participation. Women reported being encouraged to speak, 

overcome their shyness, share their experiences, and ask questions. They felt supported because 

the providers were sitting with them.  

 

“It depends, it is not always that you receive information. Take an example last time when I 

came [for ANC] we were 35 or more women. The nurses, when you come, they make you choose 

whether you want to receive an education and they will reduce the number of people they are 

receiving. So, instead of them limiting the number to only 25 women while we are many and we 

don’t want to go home without being examined, we tell them that we want to be examined and 

they don’t teach” Woman G3, 39 Years, IANC.  

 

 “. . . This time I was surprised, when they told us about being in a group I didn’t understand, 

now I have seen what it is and I can ask questions. The community health worker is from my 

village and the nurse is nice to us and is always here. We discuss together; if we say something 

that is not right or if we have questions they always answer and give us the right answer. Being 

part of us also helps us to talk to them [providers and CHW] freely. I was not afraid to ask 

whatever I felt like a concern because you know every pregnancy is different.” Woman, 32 years 

G3, GANC.  

 

Theme 4: Involvement of Women in ANC   

In GANC women reported that they participated in assessments such as blood pressure, weight 

and height measurement, and they recorded measurement results in their own ANC files (health 

records). 

“Because we are doing part of the care, we are not delaying. We are now even becoming experts 

in this, you saw me taking for myself the blood pressure.  Do you know that we can also take 

blood pressure and weigh ourselves? Now we are doing it for each other, and if you don’t know 

how to read and write the others can do it for you.” Woman, 27 years old, Gravida 3, GANC. 
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CHAPTER V: DISCUSSION 

5.1. Introduction  

The purpose of this study was to determine women‟s level of satisfaction in IANC versus GANC 

and factors that were associated with their satisfaction in four health centers in Rwanda. To 

determine the level of satisfaction, a tool was used for measuring the satisfaction of women with 

GANC compared to the IANC. The factors associated with satisfaction with each model of ANC 

was determined from the self-reported information of related to the socio demographic, obstetric 

and health related and measurement of satisfaction level. Women who attended GANC were 

more likely to be satisfied with their care than women in IANC (72% versus 26.0%). Not being 

employed, having pregnancy between 1-4, waiting time of less or equal to 1 h were strongly 

associated with ANC in both models. However, poor/fair health center cleanliness was 

associated with women‟s dissatisfaction with ANC in both IANC and GANC models. In 

addition, the qualitative component of the study explored the level of satisfaction with each 

model of ANC. In this study, four themes emerged: time required for ANC, changing provider‟s 

attitude, mother-health care provider‟s attitude, and involvement of women in ANC.  

5.2.  Satisfaction with GANC VS IANC 

According to this study, the women‟s overall satisfaction with both IANC and GANC models 

was 48.6%, which was higher than the 39% overall satisfaction in GANC and IANC in a study 

conducted in Tanzania and Malawi (Patil et al., 2017). The higher satisfaction among women in 

our study could be attributed to the differences in the health settings and study population 

between the studies.  

The level of satisfaction in this study with IANC was 27%, which was higher than the 24% in 

Malawi but lower than the 30% in Tanzania. Despite the variation in the level of satisfaction in 

the IANC model, the finding in this study is in line with reported lower levels of satisfaction with 

the traditional model of IANC in the previous studies. The women in the qualitative study 

expressed mistreatment, long waiting time, poor interaction with the health care providers and 

inability to receive the prescribed medicines in the traditional model of IANC as some of the 

reasons for the low level of satisfaction with the IANC model.  
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The majority (72%) of women in this study were more satisfied with GANC compared IANC. In 

a randomized control pilot study in Tanzania and Malawi, the satisfaction was significantly 

higher in GANC model compared to the IANC group. This was also consistent with findings of 

studies in the USA and Sweden which found more satisfaction among women in GANC than 

those in IANC (Tetui et al., 2012). In a study conducted in Iran, the women in the GANC model 

felt they were better informed and prepared for labor and perceived that they had positive 

interaction with the health care provider compared to women in the IANC group. In this study, 

the possibility for women in the GANC model to freely share health-related information amongst 

themselves and also take part in their own care could have made women in the GANC model to 

be more satisfied than those in the IANC.  

5.3.  Factors associated with pregnant women’s satisfaction with ANC in  GANC and 

IANC  

1. Demographic factors  

In this study, not being employed was significantly associated with more satisfaction with ANC 

compared to women who were employed. This was similar to the study conducted in USA and 

Ethiopia which found that employed women were less likely to be satisfied that those who are 

not employed. This may be explained by the fact that women who are employed takes the day 

off from work and wish the care to be prompt (Adeyinka et al., 2017)(Asifere, Tessema, & 

Tebeje, 2018).  

2.  Obstetric factors  

A positive association between maternal satisfaction with antenatal care among women with 

gravidity of 1 to 4. This may explain by the better utilization of antenatal care services of women 

with less gravidity. This study findings were similar  similarly to other studies conducted in 

Kazakhstani (Dauletyarova et al., 2018), Nigeria(Oladapo & Osiberu, 2009  and Sri lanka 

(Senarath et al., 2006) where women with less gravida were found more satisfied with antenatal 

care 
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3.  Health setting factors  

 

3.1.  Time in ANC 

Short waiting time was strongly associated with satisfaction in this study. This strong association 

was confirmed with the report of the FDG‟s where women in IANC reported spending hours in 

the queue, alternating with their partners, so that they can access an ANC visit. Spending too 

much time without being received can contribute to reduced use of antenatal care service due to 

the dissatisfaction and disappointment of women by the health setting and providers. Pregnant 

women in GANC reported waiting time to be short and resulted in increased the women‟ 

satisfaction with ANC. Most of the participants reported meeting the providers and health 

community workers already waiting for them, and waiting was described as less than 30 minutes. 

These results are similar to a study conducted in the USA that reported that women in GANC 

have an advantage over those in IANC because their visits were starting and ending on time 

(Klima, Norr, Vonderheid, & Handler, 2009). Promptness and timely care contribute to women‟s 

satisfaction and may increase utilization of ANC services (Jafari et al., 2010).This finding were 

in concordance with the results  of studies done in Kenya ( (Mason et al., 2015), Nigeria (Ekott 

et al., 2017; Fawole, Okunlola, & Adekunle, 2008),  Ethiopia (Chemir et al., 2014), and Malawi 

(Roberts et al., 2016), in which long waiting in antenatal care  emerged as an important  

contributor to women‟s dissatisfaction with care. 

3.2. Health center cleanliness  

Poor or fair health center cleanliness was found to be associated with pregnant women‟s 

satisfaction in this study. These findings were similar to the study done in Cameroun where 

women were dissatisfied with antenatal care because of the lack of cleanliness of the health 

facility. Women sitting  in a poorly cleaned waiting area will not feel comfortable and this may 

play a huge role on dissatisfaction of the whole antenatal care (Edie et al., 2015) 

 

4. Providers’ attitudes 

Women reported that the provider attitude depends entirely on the nurse. Some providers were 

said to show respect by greeting and orienting the women, while other providers do not. Women 

in GANC mainly reported that they were treated with respect and kindness by providers. This 

shows the changing attitudes of providers motivated by the GANC model of care.  The results of 
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this study are similar to the literature  from 5 countries that reported that being treated with 

dignity , respected were they key factor of maternal satisfaction(Changole et al., 2010; G et al., 

2003; Ghobashi et al., 2008; Jallow et al., 2012; Srivastava et al., 2015). 

 

There were reports of verbal abuse by health workers at women attending IANC. Women 

showed concerns regarding the use of abusive language by health workers. Attidute was also 

identified as a theme in the qualitative aspect. This attitude was said to affect communication 

between the mothers and health workers and the women‟s self-worth. This is in concordance 

with the results of a study done in Malawi, where women reported that providers frequently 

shout and mistreated them at the health setting. They described that the  abuse made them feel 

helpless and feared to speak up or get what to say in case of abuse(Roberts et al., 2016). 

 

5. Mother- Health provider interactions  

In this study, women in IANC reported that due to large numbers of women attending ANC at 

the same time, not all who came on a particular day could be examined. Health providers also 

offered little or no health education. Not receiving health education can result from the shortage 

of staff and a high number of women attending ANC, as reported by women in this study. These 

findings are similar to the results of studies conducted in the Netherlands (Baron et al., 2017) and 

Peru (Marsland et al.2019); where even though the information received was appreciated women 

reported that the verbal health information was insufficient. In a study done in Saudi Arabia (Al-

Ateeq & Al-Rusaiess, 2015) the results showed that 60% of women had very low or low 

satisfaction with information received during prenatal care. In this study, women expressed not 

being able to ask questions regarding their concerns on pregnancy and other related information 

and said they did not get information or received brief information on health topic.  

 

However, GANC participants reported that because they were assigned a group visit date and 

time, fewer women presented for care at the same time and that a nurse/midwife and a CHW 

were available to help during the group visit. The provider and CHW sat in the circle with the 

women to lead discussions about health topics, using picture cards to stimulate participation. 

Women reported being encouraged to speak, overcome their shyness, share their experiences, 

and ask questions. They felt supported because the providers were sitting with them. This is 
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consistent with results from Sweden (Andersson t al., 2012); in that study, women reported 

receiving more information during group sessions than during individual antenatal care.  

 

GANC offers an enabling environment for communication, and the sharing of adequate 

information with women on the various topics of pregnancy, delivery, and the post-natal period. 

Women interacting and learning from each other and functioning as a group emerged as critical 

determinants of satisfaction with group antenatal care, as seen in studies in Iran (Jafari et al., 

2010) in Nigeria (Adaji et al., 2019). 

During group antenatal care, the group enables women to share their experiences and providers 

to share their knowledge. This enables the empowerment of women and favors self-confidence. 

A high number of women in this study reported being very satisfied with the information given 

and explanations provided in the groups and enjoyed sharing their pregnancy experiences with 

other pregnant women and felt prepared for pregnancy and birth as a result of education received 

in group care. This has been reported in other GANC studies as well  (Earnshaw et al., 2016; 

Teate et al., 2011). Women are more satisfied in group antenatal care than in individual due to 

the low numbers (8-12) in their group and the time allowed for sharing information, In other 

studies, his enabling environment has associated with women‟s satisfaction and attendance in 

more group antenatal care (Andersson, Christensson, & Hildingsson, 2013b). 

 

6. Involvement of Women in ANC  

In this study, women in GANC reported being involved in their own assessments such as blood 

pressure, weight and height measurement, and they recorded measurement results in their own 

ANC files (health records). This is similar to the study done in the USA, in which women 

reported being more independent, involved in their prenatal care and kept appointment more than 

in individual care (Klima et al., 2009). In concordance with this study, a study was done in Iran 

(Jafari et al., 2010) reported that women may recognize antenatal care to be better when they are 

engaged in self-care. During these self-assessments, women bond with each other, increasing 

friendship and supporting each other. The results of this study suggest that women in group 

antenatal care are empowered to participate in their own care.  

Include the themes from the qualitative aspect to strongly confirm the quantitative aspects 
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5.4.  Strength of the study 

This is the first study comparing the satisfaction of pregnant women attending GANC with those 

in the standard model of care (IANC) in Rwanda. The study used rigorous data collection 

methods which had a better accuracy and, therefore, were more likely to assess pregant women‟s 

level of satisfaction in GANc versus IANC , factors associated with pregant women‟s 

satisfaction in both ANC models and the pregant women‟s perception of factors associated with 

their satisfaction in both ANC models. This study shows that the GANC model of ANC is highly 

accepted by pregnant women in Rwanda. 

5.5. Limitations of the study 

This study was conducted in 4 health facility in Rwanda; hence the findings might not 

adequately reflect the entire population. However, we believe that including both urban and rural 

health facilities at different levels increase our ability to generalize the findings. There could also 

be limitations in the use of the satisfaction tool in Kinyarwanda. We endeavored to train the 

research assistants to ask the questions as written in the translated version. The mixed method 

design is  complex and results of one method cannot be integrated in the other method (Creswell, 

2014). 
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS 

 

6.1. Conclusion  

Women who attended GANC were more satisfied with their care than women in IANC (72% 

versus 26.0% respectively). Women were more satisfied if they were not employed, having 

pregnancy between 1-4, waiting for less or equal to 1 h in both models. However, poor/fair 

health center cleanliness was associated with women‟s dissatisfaction with ANC in both IANC 

and GANC models.  

Pregnant women in the IANC expressed long waiting time, verbal abuse, and poor interaction 

with the health care providers. The women in the GANC felt they were treated with respect, were 

able to discuss their health-related topics, waited for short time to receive care, and were actively 

involved in their own care.  

6.2. Recommendations  

To health care providers:  

 The health care providers should provide respectful maternity care to pregnant women 

attending ANC in order to increase satisfaction. 

 The health care providers should keep adequate health education and information to 

improve satisfaction women with ANC.  

 Health care provider should consider involving women in ANC  

To the health center managers: 

 Strategies to reduce waiting time during ANC should be planned and implemented  

 To increase the level of cleanliness of the health center in order to increase client 

satisfaction  

To the Ministry and policy makers: 

 The government (MOH) should consider adopting GANC as a model of provision of 

ANC due to higher satisfaction of pregnant women in this model compared to IANC.  

 The professional societies and regulatory bodies should consider formulating policies for 

respectful maternity care to reduce women‟s abuse in antenatal care services. 
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6.3. Implication in Midwifery practice  

Individual antenatal care is the current model used in commonly in Rwanda to provide ANC. 

However, the majority of pregnant women (74.0%) attending this model of ANC are not 

satisfied.  

The factors that are associated with women‟s dissatisfaction such as long waiting time, providers 

changing attitude, mother to provider relationship interaction should be addressed in order to 

provide satisfying ANC to women. There is a need to promote GANC as it shows to promote 

women‟s satisfaction with ANC. 

6.4. Areas for future research 

A study to assess the cost effectiveness of the GANC model should be conducted to inform the 

proposed policy changes. 

Implementation research that incorporates factors associated with satisfaction in ANC should be 

considered for quality improvement. 
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APPENDICIES 

Appendix I: English Questionnaire Version 

1. The date at which this questionnaire was completed:…………./…………./2018 /19 

2.  Client‟s  :  

PTBi study ID:  

IANC ID: 

3. StudySite: 1=Kabusunzu  

                     2=Muhima  

                     3=Rangiro  

                     4= Yove  

4. Mode of ANC : 1= GANC 

                           2= IANC  

 

GENERAL QUESTIONS: 

Section 1: Demographic characteristics 

 

1. What is your age: …………. 

2. What is your religion: 

1=Catholic 

2= Protestant 

3= Muslim 

4= other  

 

3. Rwanda  Ministry of local government  population‟s social economic categorization  

(Ubudehe ) 

1=Category 1: Families who do not own a house and can hardly afford basic needs.  

2=Category 2: Those who have a dwelling of their own or are able to rent one but rarely 

get full time jobs. 

3=Category 3: Those who have a job and farmers who go beyond subsistence farming to 

produce a surplus which can be sold. The latter also includes those with small and 

medium enterprises who can provide employment to dozens of people.  
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4=Category 4: Those who own large-scale business, individuals working with 

international organizations and industries as well as public servants. 

 

4. Do you currently have health insurance? 

If yes what is the name of health insurance? 

1. Community based Health insurance: MS 

2. RSSB 

3. MMI 

4. Other:……………. 

5. What is your level of education? 

1=None 

2=Primary 

            3=Secondary 

           4=Higher education 

6. What is your current marital status? 

1= Legally Married (  at sector )  

2=cohabitation 

3=Divorced 

4=Single 

 

Marital status: 

Married at the sector (civil marriage) 

Cohabitation (living together without civil marriage) 

 

7. Are you employed? 

       1= Yes  

       0=No 

8. Do you earn any money for your house hold monthly? 

              1= 5000 Rfr – 10000Rfr  

              2= 10000 Rfr -15000 Rfr  

              3= 15000 Rfr – 20000 Rfr  
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              4= more than 20000 Rfr 

             5= none  

 

Section 2: Pregnancy and obstetric information 

1. How many weeks are you pregnant at this moment? ………. Weeks  

2. How many times have you been pregnant? ……………… 

3. How many children alive do you have now? ……………. 

4. How many miscarriages (before 20 weeks of pregnancy) have you had?............ 

5. How many months did you take between the last baby and this pregnancy?:………….. 

6. Was this pregnancy planned? 

    1=yes  

    0=no  

7. What is your HIV serologic status? 

     1=positive  

     0= negative  

8. How many weeks were you pregnant (current pregnant) when you had your first  visit  

         for GNAC/IANC?........... 

9. How many visits toGANC/IANC have you had so far?.................... 

Section 3: Questions on satisfaction related to health setting factors and client-provider 

relationship 

1. How much time did you spend to reach the health center  

1= less than 30 minutes  

2=30 minutes – 1 hour  

3= 1hour – 2 hours  

4= more than 2 hours  

 

2. Which mean of transport did you use to reach the health center?  

1= walk  

2= bicycle  

3= Motocycle 

4= bus  
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5= other  

3. How much time did you spend before being seen by a health care provider 

1= less than 30 minutes  

2=30 minutes – 1 hour  

3= 1hour – 2 hours  

4= more than 2 hours  

4. In your perception of how do you rate the health setting cleanliness 

1. Poor  

2. Fair 

3. Good  

4. Very good  

5. Excellent  

5. In your perception of how do you rate the comfort of the ANC waiting area  

1. Poor  

2. Fair  

3. Good  

4. Very good  

5. Excellent  

6. Have you been prescribed medicine? 

0=No 

1=Yes  

7. Where you able to get prescribed medicine? 

0=No 

1=Yes 

8. In your perception how was the provider‟s attitude  

1. Poor  

2. Fair  

3. Good  

4. Very good 

5. Excellent  
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Section 4: Satisfaction score tool by Patil et al ( 2017)  

 

1. How do you rate the technical skills of the midwives involved in your care with 

technical skills we mean midwives' knowledge and ability to take care of your health. 

How would you rate their technical skills? 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

1. How thoroughly were you checked at your antenatal care visits? By thoroughly, we mean 

how completely and carefully you, your pregnancy and baby were checked to make sure 

everything was okay. How would you rate the thoroughness and completeness of your 

examinations? 

                  1. Poor 

                   2. Fair 

                   3. Good 

                   4. Very good 

                   5. Excellent 

 

2.  Think about antenatal care clinic examinations, how well were exam 

procedures explained to you? 

    1. Poor 

    2. Fair 

    3. Good 

    4. Very good 

    5. Excellent 
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3. Think about the concern that your midwives showed during your clinic visits. 

How would you rate their concern in the care they provided to you? 

  1. Poor 

   2. Fair 

   3. Good 

   4. Very good 

   5. Excellent 

 

4.  Think about the respect that midwives showed during your clinic visits. How 

would you rate the respect that midwives involved in your clinic care 

showed you? 

 1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

 

5.  Think about the helpfulness of the advice you received at the clinic on how to 

keep you and your baby healthy during pregnancy. How would you rate 

the helpfulness of this advice? 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

6. Think about being greeted at the clinic. How would you rate your midwife's 

respectfulness in greeting you at the clinic? 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 
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7. Think about the amount of personal attention you got at the clinic. How would 

you rate the amount of personal attention you received at the clinic by your 

midwife? 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

 

8. Think about how well your midwife listened to you at the clinic. How would 

you rate her ability to listen to you? 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

 

9. Thinking about the care you got during this pregnancy, please rate the 

overall quality of your antenatal care. 

1. Poor 

2. Fair 

3. Good 

4. Very good 

5. Excellent 

 

Would you like to come back for IANC/GANC?  

1=Yes ……….. 

0=No…………. 

30. which facility do you plan to deliver from :  

1= Health Center  

2=District Hospital  

3= private hospital  
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Appendix II: Questionnaire  (Kinyarwanda Version) 

URUPAPURO RW‟IBAZA KUBIGENDANYE N‟UBUSHAKASHATSI 

1. Itariki urupapuro rw‟ibazwa rwuzurijweho :…………./…………./2018 /19  

2. Inomero y‟ubushakashatsi :  

3. Uwitabiriye ubushakashatsi  :  

4. Nimero y‟ifishi mu bushakashatsi bwa „Ibaruke Neza Mubyeyi”:  

6. Nimero y‟ifishi y‟ubuzima bw‟umubyeyi: 

7. Aho ubushakashatsi buri kubera 

1=Kabusunzu  

           2=Muhima  

3=Rangiro  

4= Yove  

8. Uburyo bwo kwisuzumisha inda  

 1= Uburyo bwo kwisuzumishiriza mu matsinda (GANC) 

 

 2=kwisuzumishiriza  ku buryo bushingiye kuntego umuntu kugiti cye (IANC)  

 

IBIBAZO RUSANGE: 

Igice cya mbere : Irangamimerere 

1. Ufite imyaka ingahe? : …………. 

2. Usengera hehe ?: 

1= gaturika 

2= abaporotesitanti 

3=  abasilamu 

4= ntaho 

3.  Icyiciro cy‟ubudehe : 

1= icyiciro cya mbere: 

2=icyiciro cya kabiri : 

3=icyiciro cya 3 :  

4=icyiciro cya 4:  
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4. Waba ufite ubwishingizi bw‟ubuzima?  

Niba ubufite bwaba ari ubuhe ? 

1. Mitiweli Community based Health insurance: MS 

2.  Ubwishingizi bw‟abakozi ba leta (RSSB) 

3. Ubwishingizi bw‟ingabo z‟igihugu (MMI) 

4. Ubundi bwishingizi:……………. 

 

5. Waba warize amashuri angahe ? 

1= ntayo  

2= amashuri abanza  

            3= amashuri yisumbuye  

           4= kaminuza 

 

 

6. Ubu ufite irihe rangamimerere? 

1= urubatse  byemewe n‟amategeko . 

2= mubana mutarasezeranye  

3= mwatandukanye kuburyo bw‟amategeko 

4= ingaragu  

7.  Waba ufite akazi ?   

       1= Yego  

       0=Oya  

8. Waba winjiza amafaranga angahe ku kwezi  ? 

              1= 5000 Rfr – 10000Rfr  

              2= 10000 Rfr -15000 Rfr  

              3= 15000 Rfr – 20000 Rfr  

              4= more than 20000 Rfr 
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Igice cya  2:  amakuru ku buzima bw‟imyororkere  

1. Ubu utwite inda y‟ibyumweru bingahe? ………. Weeks 

2.  Waba waratwise inda zingahe ? ……………… 

3. Ufite abana bangahe bariho ? ……………. 

4. Waba warakuyemo inda zingahe ? (mbere y‟ibyumweru  20)............ 

5. Haciyemo amezi angahe hagati y‟iyi nda n‟umwana ucutse?:………….. 

6. Ese iyi nda waba wari wayiteganije ?  

    1=Yego  

    0=Oya   

7. Waba warisuzumishije ubwandu bw‟agakoko gatera virusi ya SIDA? 

     1= naranduye   

     0= ntago nanduye   

8.  Wari ufite ibyumweru bingahe ( amezi angahe ) uza kwipimisha bwambere iyi nda utwite?    

........... 

 

9. Kugeza ubu umaze kwisuzumisha inda inshuro zingahe ?.................... 

Igice cya  3: Ibibazo kubijyanye no kunyurwa kubijyanye n‟ikigo nderabuzima  ndetse 

n‟umubanon hagati y‟umubyeyi n‟abaforomo n‟ababyaza. 

1. Byagutwaye igihe kingana iki kugirango ugere hano ku kigo nderabuzima? 

      1= munsi y‟iminota 30   

2= hagati y‟iminota 30 n‟isaha imwe   

3= hagati y‟isaha imwe n‟amasaha abiri   

4= igihe kirenga amasaha abiri  

2. Waba waje wifashishije iki kugirango ugere ku kigo nderabuzima?  

1= naje n‟amaguru   

2= igare   

3= moto  

4= bisi  

5= ikindi  
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3.  Wamaze igihe kingana gute mbere y‟uko  wakirwa n‟umuforomo cyagwa 

umubwaza 

1= munsi y‟iminota 30  

2=hagati y‟iminota 30 n‟isaha imwe   

3=hagati y‟isaha imwe n‟amasaha abiri   

4= birengeje amasaha abiri  

 

4. Ukurikije uko ubibona , isuku ya hano mu kigo nderabuzima  imeze ite ?  

1.Nabi  cyane  

2. Nabi Iragereranije  

3. Neza  

4. Neza cyane  

5. Birahebuje  

5.Ukurikije uko ubibona aho babakirira mugihe cyo kwipimisha  hameze hate ? 

 

1.Nabi  cyane  

2. Nabi Iragereranije  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

1. Baba hari imiti bakwandikiye?  

0=Oya  

1=Yego  

2. Waba wabashije kubona imiti wandikiwe ? 

0=Oya  

1=Yego 

3. Ukurikije uko ubyumva  ,imyitwarire y‟umuforomo cyangwa umubyaza yaba yari imeze 

iteye ? 

1.Nabi  cyane  

2. Nabi Iragereranije  
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3. Neza  

4. Neza cyane  

5. Birahebuje  

 

Igice cya 4 : igipimo cyo kunyurwa  

1.  Ni gute watugereranyiriza ubushobozi ndetse n‟imikorere y‟umuforomo cyangwa 

umubyaza wakwakiriye . Aha imikorere n‟ubushobozi dushaka  kuvuga uburyo 

yagusibijemo ibibazo wamubajije ndetse no muburyo bwo kugusuzuma.  

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

2. Ni gute  wasuzumwe mugihe wari waje kwisuzumisha inda ? aha turashaka kuvuga uburyo 

bagusumye hose kandi n‟ubwitonzi kugirango barebe ko ntakibazo waba ufite cyangwa 

umwana utwite . 

      1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

3. Tekereza kubijyanye no kwisuzumisha k‟umugore utwite , ni gute wasobanuriwe uburyo 

bwo gusuzumwa ? 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  
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4. Tekereza ku gihunga wagiriwe n‟abaforomo cyangwa ababyaza igihe barimo bagusuzuma 

nigute watugereranyiriza igihunga wagiriwe ?  

 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

5.  Tekereza ku cyubahiro ababyaza cg abaforomo baguhaye mugihe wari waje  

kwisuzumisha.ni gute watugereranyiriza  icyubahiro wagaragarijwe ? 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

1.  Tekereza ku buryo wafashijwe n‟inama wahawe mugihe waje kwisuzumisha inda ku 

kigo nderabuzima. Nigute watugereranyiriza uburyo wafashijwe n‟inama wahawe ? 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

2. Tekereza uburwo wakiriwe mu kigo nderabuzima igihe wari uje kwipimisha . ni gute 

watugereranyiriza  uburyo wakiriwe ndetse wanasuhujwe mucyubahiro n‟ababyaza 

cyangwa se abaforomo/kazi? 

1.Nabi  cyane  

      2. Nabi  

      3. Neza  

     4. Neza cyane  

     5. Birahebuje  
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3. Tekereza uburyo witaweho  wowe bwite mugihe wari waje  kwisuzumisha inda ku kigo 

nderabuzima .nigute watugereranyiriza  uburyo witaweho n‟umuforomo cyangwa 

umubyaza ? 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

4. Tekereza uburyo umuforomo cyangwa umubyaza yaguteze amatwi igihe wari waje 

kwisuzumisha?Ni gute watugereranyiriza uburyo umuforomo cyangwa umubyaza 

yaguteze amatwi ? 

1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  

 

5. Tekereza ku buryo wahawe wasuzumwe igihe uje kwisuzumisha inda. Ni gute 

watugereranyiriza  uburyo wahawe serivisi muri rusange igihe wari waje kwisuzumisha 

ku kigo nderabuzima.. 

. 

 1.Nabi  cyane  

2. Nabi  

3. Neza  

4. Neza cyane  

5. Birahebuje  
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Ese urumva uzagaruka kwisuzumisha inda mu buryo bw‟amatsinda cyangwa mu buryo 

bugendeye ku ntego ku muntu ku giti cye?  

1=Yego ……….. 

0=Oya…………. 

Ni  hehe uteganya kuzabyarira  :  

1= ikigonderabuzima   

2= ibitaro by‟akarere   

3= ibitaro bya kaminuza  

4= ibitaro byigenga   
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Appendix III. Focus group discussion guide (English version) 

A. Welcome note  

Welcome and thank you for volunteering to take part in this focus group. You have been asked to 

participate as your point of view is important to us. We understand to you are busy and 

appreciate your time. 

B. Introduction to the topic 

This focus group discussion (FGD) is designed to understand the satisfaction of women 

receiving antenatal care in a group or as individuals.  You may not have attended many visits but 

its ok. We simply want to understand your satisfaction and the factors that influencing your 

satisfaction with antenatal care that you are receiving.  

The FGD will take no more than one hour. We intend to audio-record our discussion to ensure 

we capture your thoughts accurately. If everyone agrees, we will start the audio recording now. 

(If yes, switch on the recorder). 

C. Anonymity 

Despite being recorded, I would like to assure you that the discussion is confidential and the 

audio recording will not include any information to identify participants. The audio recordings 

will be kept in an encrypted file on a computer. The transcribed notes of the focus group will 

contain no personally identifiable information. You should try to answer and comment as 

accurately and truthfully as possible. I and the other focus group participants would appreciate it 

if you would refrain from discussing the comments of other group members outside the focus 

group. If there are any questions or discussions that you do not wish to answer or participate in, 

you do not have to do so; however please try to answer and be as involved as possible. 

 

D. Ground rules/ Guidelines 

 The most important rule is that only one person speaks at a time. There may be a temptation 

to jump in when someone is talking but please wait until they have finished. 

 There are no right or wrong answers, only differing points of view 

 You do not have to speak in any particular order 

 When you do have something to say, please do so. There are many of you in the group and it 

is important that I obtain the views of each of you 

 You do not need to agree with others, but you must listen respectfully as others 
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share their views 

 Rules for cellular phones if applicable. For example, We ask that you turn off your phones. If 

you cannot and if you must respond to a call, please step out of the room to do so and rejoin 

us as quickly as you can. 

Does anyone have any questions 

 

E. Questions 

 

For FDG‟S in health centers with GANC  

1. In your opinions, what time does it take for you to be seen by a health care provider in 

Antenatal care? What is the difference between the IANC and GANC in terms of time 

you spent before being seen by a healthcare provider?  

 

2. What are your thoughts regarding the time you spent receiving ANC in IANC compared 

to GANC? 

 

3. There is a difference between the areas for waiting areas in IANC and GANC, what can 

you say about the waiting area (probe: cleanliness, preparation of the area ). 

 

4. Regarding the subjects you learnt, what are your opinions regarding the topics and the 

methods for learning that were used in IANC and in GANC? 

 

5. In your opinion, what can you say about the provider‟s attitude ( probe greeting, 

communication during care and information provided ) 

 

 

6. In general, what are your thoughts  about the care you received  in IANC and the care 

you are  receiving in GANC(probe: the differences, the similarities, what they liked and 

what they didn‟t like) 
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For health centers that are providing IANC  

 

1.  In your opinion how much time did you spend before being seen by a health care 

provider? 

2. What are your thoughts regarding the time you spent receiving ANC in IANC 

compared to GANC? 

 

3. Can you tell us more about how you were received when you came for ANC (probe: 

health care provider greeting, communication, orientation  )  

 

4. In your opinion, how was the information and topics your received were explained 

andhelpful? 

5. In your opinion, what can you say about the provider‟s attitude ( probe greeting, 

communication during care and information provided ) 

 

6. In your opinion, how do you think the provision of care went? (probe examination, 

explanation of findings )  

7. Ingeneral, what are your thoughts  about the care you received  in IANC 

 

 

 

F. Conclusion  

 

 Thank you for participating. This has been a very successful discussion. Your opinions are 

valuable. We hope you have found the discussion interesting. 

 If there is anything you are unhappy with or wish to complain about, please contact the 

Principal Investigator. 

 I would like to remind you that any comments and feedback are confidential  
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Appendix IV.  Focus group discussion guide ( Kinyarwanda version ) 

A. Ijambo ry‟ikaze  

Mwiriwe kandi murakoze cyane kwemera kuza  gutanga ibitekerezo kubijyanye noo kinyurwa 

mu gihe mwaje kwisuzumisha inda.Ibitekerezo byanyu ni ingirakamaro , tuzi neza ko hari ibyo 

mwigomye mukaduha umwanya wanyu.  

B.  Ibisobanuro ku bushakashatsi ndetse n‟ikiganiro mu itsinda  

Iki kiganiro tugiye kugirana mu itsinda , kigamije kugirango tuganire kubijyanye no 

kunyurwa mugihe mwaje kwipimisha inda  *(kubaje kwisuzumishiriza mumatsinda  cg se 

mwe mwaje kwisuzumisha umuntu umwe ku giti cye ).  

Iki kiganiro kirafata isaha imwe gusa , kugirango tubashe kumva no kuza gusesengura 

ibitekerezo muraba mwaduhaye  turi bufate amajwi.  

 

C. Ibanga mu kiganiro  

Nubwo turi bufate amajwi ariko nagirango mbahumurize ko iki kiganiro ari ibanga kandi ibyo 

tuganira biri bugume hagati yacu ntawe uzakoresha aya majwi uretse twe cg se ngo  amazina 

yanyu cg ibindi byose byatuma umuntu akumenya bibe byajya hanze. Naabasbaga ko mugihe 

turimo uganira mwagerageza tugahana ijambo kandi buriwese agatanga igitekerezo uko 

abyumva.niba hari ikibazo icyo aricyo cyose wakibaza 

D. Umurongo ngenderwaho  

1.Umwe mu murongo ngenderwaho muri iki kiganiro , ni uko twahana ijambo buri umwe 2. 

akajya avuga ari uko undi amaze gutanga igitekerezo.  

3. Nta gisubizo nyacyo cyangwa gipfuye , ibitekerezo byose ni ingenzi kuri twe  

4. Nta murongo ukurikizwa mu gusubiza ibibazo , ahubwo murahana umwanya. 

5. Niba ufite igitekerezo ,  nibyiza kugitanga; muri benshi mwitabiriye iki kiganiro , nibyiza ko 

buri umwe wese hano aduha ibitekerezo .  

6. singombwa ko mwemeranywa kubitekerezo muri gutanga , ahubwo  twubahe ibitekerezo bya 

buri wese.  

7. byaba byiza telefoni tuzishyize muri bucece kugirango tuganire ntakiduhungabanya. 
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E.  Ibibazo 

1. Mugereranije mwamaze igihe kingana gute mbere y‟uko mwakirwa n‟umuforomo 

cyangwa umubyaza ?  

2. Muratekereza gute kugihe mwamaze mutegereje ko babazuzuma ndetse n‟igihe 

gusuzumwa byamaze? 

3. Watubwira uburyo wakiriwe n‟umuforomo cyangwa umubyaza  mugihe wari 

waje kwisuzumisha inda ? ese yaragushuje , uburyo yakuvugishije ndetse 

n‟uburyo yagufashiije  

4. Mukurikije uko mubyumva inyigihso mwahawe mwabashije kuzumva no kubona 

umwanya wo kubaza ibibazo ?  

5. Mukurikije uko mwabibonye ni iki mwavuga kumyitwarire y‟umuformo cyangwa 

umubyaza mugihe mwaje kwisuzumisha ( aha ndashaka kuvuga kubasuhuza , 

kubavugisha neza ndetse n‟inyigisho yaguhaye   

 

6. Ukurikije uko ubyumva , serivisi wahawe yagenze gute ? ugusuzumwa ndetse no 

kugusobanurira ibyo babonye  

 

7. Muri rusange ni iki mwatubwira kubijyaye n‟uburyo mwasuzumwemo uyu munsi.  

 

F. Umusozo  

 Mwakoze cyane kwitabira iki kiganiro ndetse no gutanga ibitekerezo . twizeyeko ibitekerezo 

byatanzwe hano byabaye ingirakamaro.  

 Niba hari ikicyo waba utishimiye  icyo aricyo cyose wabaza umushakashatsi. 

 

 Nagirango mbibutse ko ibitekerezo byanyu mwatanze ari ibanga hagati yacu.  

 

 Murakoze  
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Appendix V: Consent form (English version ) 

 

Title of the proposed study: 

GROUP ANTENATAL CARE VERSUS INDIVIDUAL ANTENATAL CARE: WOMEN‟S 

SATISFACTION IN FOUR   HEALTH CENTERS IN RWANDA  

Investigators: 

Yvonne Delphine Nsaba Uwera 

RM,BSM 

Makerere University, College of Health Sciences  

Nursing Department  

Email: yvodely@gmail.com 

Tel:+250783333341 

Study sponsor 

Training Support Access Model (TSAM) PROJECT RWANDA  

 

Background and rationale for the study: 

 

The objectives of Antenatal Care are to provide routine health control of presumed healthy 

pregnant women without symptoms (screening), in order to diagnose diseases or complicating 

obstetric conditions without symptoms and to provide information about lifestyle, pregnancy, 

and delivery.  Rwanda started implementing focused antenatal care in 2003 and only 44 percent 

of pregnant women attend four antenatal care visits. In 2017, a randomized clinical trial of Group 

Antenatal Care named “Ibaruke Neza Mubyeyi” started in 18 health centers aiming to meet 

antenatal care‟s objectives and to measure the effect of this model on preterm birth and other 

outcomes. Clients‟ satisfaction is essential for further improvement of quality care of with 

antenatal care. However, studies on the level of client satisfaction with Individual versus 

individual antenatal care and associated factors are still few. 

 

 

 

mailto:yvodely@gmail.com
Tel:+250783333341
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Purpose: 

The aim of this study is to determine Rwandan women‟s satisfaction with group antenatal care 

versus individual antenatal care and factors influencing their satisfaction in order to know which 

model is providing sensitive care to women. 

Procedures: 

Participants of the study will be asked to give their consent by signing the form or applying their 

thumb print. The participants will then be asked  questions related to socio-demographic factors 

including : Age, marital status, religion ,education, occupation, income and area of residence 

;Obstetric and reproductive health factors including : number of pregnancy, inter-pregnancy 

interval, gestation age, parity and number of children  and  question on their satisfaction on 

health setting factors :  Wait time, cleanliness, comfort, availability of medication, equipment, 

service ,technical adequacy, provider technical skills and  quality of services and  Interpersonal 

relationship ,communication, understanding, respect, promptness and confidentiality. The 

completion of the satisfaction tool will take 30 to 45 minutes. 

Study participants and area  

 

The study participants are pregnant women unrolled in Group Antenatal Care in Kabusunzu and 

Yove health centers and in Individual antenatal care in Muhima and Rangiro health centers in 

Rwanda.  

Risks/ Discomforts:  

I understand that participating in this study will have minimal risks since it is assessing women‟s 

satisfaction with ANC services in GANC or IANC such as emotional risks resulting from some 

questions during the interview. The main discomforts will be in taking their time to fill the 

satisfaction tool. In case participants develop the emotional distress, they will be referred to the 

health center‟s counselor for counselling.  

Benefits 

There will be no monetary or any direct benefit by taking part in this study. However, this work 

will inform the Rwanda Ministry of Health (MOH) and Rwanda Biomedical Center (RBC) and 

research community about women satisfaction with ofANC, which model they are satisfied with 

(GANC or IANC) and factors influencing women‟s satisfaction. 

 



73 

 

Cost 

This study will not require extra cost to the participant since these women will still be coming to 

the health center for GANC or  IANC. 

Compensation for participation: I will not be given monetary compensation for participation in 

this study. I understand that I will not be paid for participating in the study.  

Reimbursement:  

There will be no reimbursement or compensation for time spent while participating in the study. 

 

Questions: 

Any question regarding the study will be answered on spot by the investigator, Yvonne Delphine 

Nsaba Uwera. For any further queries, the investigator can be reached on email, 

yvodely@gmail.com or telephone number, +25078 3333341. 

Or  

Sabine Musange (MD, MPH), a lecturer in University of Rwanda, School of Public Health on 

telephone: +250788420378 

 

 

Questions about participants rights: 

Participants who have questions about their rights as a research participant may contact the 

investigator, Yvonne Delphine Nsaba Uwera forward their questions or may contact Pr  Jean 

Bosco GAHUTU Chairperson of College of Health Sciences Institutional Review Board 

(CMHS-IRB) on (+250) 783340040 OR (+250) 0788490522. 

 

Feedback from study participants and the progress of the study  

Study findings will be available to the college of health sciences, Albert Cook library, Makerere 

University, District health directors, University of Rwanda, Rwanda Ministry of health, TSAM 

project. The researcher will endeavor to present findings in various maternal and child health 

conferences, research conferences and publish in Nursing and Midwifery journals.  

 

 

 

mailto:yvodely@gmail.com
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Statement of voluntariness: 

Participants will be given a mandate to voluntarily participate in or withdraw from the study at 

any time they wish to do so without paying any penalty. 

Approval of the research study 

This research has been approved by the school of Health Sciences Research and Ethics 

Committee in Makerere University, College of Health Sciences ( CHS) which has been approved 

by an accredited Ugandan based Research and Ethics Committee.  

Confidentiality: 

The results of this study will be kept strictly confidential and used only for research purposes. 

My identity will be concealed in as far as the law allows. My name will not appear anywhere on 

the coded forms with the information. Paper and computer records will be kept under lock and 

key and with password protection respectively. 

The interviewer has discussed this information with me and offered to answer my questions. For 

any further questions, I may contact contact Pr  Jean Bosco GAHUTU Chairperson of College of 

Health Sciences Institutional Review Board (CMHS-IRB) on (+250) 783340040 OR (+250) 

0788490522. 

STATEMENT OF CONSENT/ASSENT  

Yvonne Delphine Nsaba Uwera has described to me what is going to be done, the risks, the 

benefits involved and my rights regarding this study. I understand that my decision to participate 

in this study will not alter my usual medical care. In the use of this information, my identity will 

be concealed. I am aware that I may withdraw at anytime. I understand that by signing this form, 

I do not waive any of my legal rights but merely indicate that I have been informed about the 

research study in which I am voluntarily agreeing to participate. A copy of this form will be 

provided to me. 

We may need to get some information  related to ANC please leave your details here :  

Tel:( +250)7……………………………  

May we consult your GNAC /IANC file for further research? 

1= Yes  

2= No 
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Name……………….The signature/thumbprint of participant 

……………………..Age..……………  

Date (DD/MM/YY)…………………………… 

Please provide the name and signature of the witness if the research participants are illiterate, 

mentally incapacitated or physically handicapped.  

Name of Witness ………………………………..  Signature of Witness………………………… 

Date (DD/MM/YY)……………………………………………. 

Name…………………………The signature/thumbprint of parent or guardian for minors 

…………………… 

Date (DD/MM/YY)………………………… 

 

Name……………………………………..Signature of Interviewer …………………………. 

Date (DD/MM/YY)………………………... 

 

 

                          Thank you for your contribution to this research  
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Appendix IV: Consent form  ( Kinyarwanda Version ) 

ICYEMEZO CYO KWEMERA KUGIRA URUHARE MU BUSHAKASHATSI  

Umutwe w‟ubushakashatsi  

 Kwisuzumisha k‟umubyeyi utwite mu matsinda cyangwa kwisuzumisha muburyo bugendeye 

kuntego   umuntu ku giti cye:  Kunyurwa kw‟ababyeyi mu bigo nderabuzima bine byo mu 

Rwanda.  

Umushakashatsi : 

Yvonne Delphine Nsaba Uwera 

RM,BSM 

Makerere University, College of Health Sciences  

Nursing Department  

Email: yvodely@gmail.com 

Tel:+250783333341 

Umuterankunga w‟ubushakashatsi 

Training Support Access Model (TSAM) PROJECT RWANDA  

 

Amakuru ku bushakashatsi n’icyo bugamije : 

Imwe mu ntego yo gusuzuma ababyeyi batwite ni ukugirango babone izuzumwa ry‟ibanze 

ryindwara zashobora gutera ibibazo bikomeye kuri bo ubwabo ndetse no bana batwite. Mugihe 

cyo gusuzumwa kw‟abagore batwite bahabwa inyigisho zijyanye no kubaho ubuzima bwiza , 

gutwita ,kwitegura kubyara , kubyara , kwita ku ruhinja no kuboneza urubyaro. Urwanda 

rwatangiye gukoresha gusuzuma abayabyeyi babtwite ushingiye ku ntego mu mwaka wa 2003 , 

ariko ikigereranyo cya 44 ku ijana by‟ababyeyi batwite nibo bonyine bitabira kwisuzumisha inda 

inshuro zigera kuri enye. 

 

Mu mwaka w‟I 2017 , ubushakashatsi ku isuzumira ababyeyi batwite  mu matsinda bwiswe 

““Ibaruke Neza Mubyeyi” bwaratangiye mu  bigo nderabuzima 18 kugirango harebwe niba ubu 

buryo hari ingaruka bwagira kukubyara abana badashitse ndetse nizindi ngaruka ku mubyeyi 

utwite n‟umwana atwite. 

mailto:yvodely@gmail.com
Tel:+250783333341
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Kumenya  igipimo cyo kunyurwa kw‟ababyeyi mugihe cyo kwisuzumisha batwite ni ingenzi 

cyane kuko bifasha kubasha guhindura imitangire ya serivisi ndetse no gutanga serivisi nziza 

kandi inyuze ababyeyi mugihe bisuzumisha batwite. 

 

Gusa , ubushakashatsi kubijyanye n‟igipimo cyo kunyurwa kw‟ababyeyi mu kwisuzumishiriza  

inda mumatsinda cyangwa se kwisuzumusha inda umuntu ku giticye ndetse n‟impamvu zitera 

uko kunyurwa buracyari bucye.  

 

Impamvu y’ubu bushakashatsi : 

Impamvu nyamukuru y‟ubu bushakashatsi ni ukumenya igipimo cy‟ukunyurwa kw‟ababyeyi 

basuzumirwa inda mu matsinda cg se basuzumwa inda umuntu kugiti cye no kumenya  ababyeyi 

batwite uburyo  bwo gusuzumwa batwite  bubanyuze kandi bunabanogeye. 

 

Uko ubushakashatsi buzagenda : 

Abazitabira ubu bushakashatsi bazasabwa gusinya cyangwa gutera igikumwe ku amasezerano 

yemera kwitabira ubushakashatsi. Ababyeyi batwite  bemeye kwinjira mu bushakashatsi 

bazabazwa ibibazo kugirango hamenywe imyaka yabo , irangamimerere , ukwemera kwabo , 

amashuri bize , umwuga bakora , umubare w‟amafaranga binjiza mu kwezi , aho batuye , 

amakuru ajyanye n‟ubuzima bw‟imyororokere ndetse n‟ibijyanye n‟imbyaro bagize. Bazabazwa 

kandi kubijyanye no kunyurwa kwabo kubijyanye n‟imikorere y‟ikigo nderabuzima , igihe 

bamara bategereje , isuku , ubwisanzure , kuboneka kw‟imiti bandikiwe , ibikoresho bikoreshwa 

mu isuzumiro , servisi bahabwa , uburyo bahabwamo serivisi , uko babona ubumenyi bw‟ 

umuforomo cyangwa umubyaza , uburyo ba kwakirwa, uburyo baganirizwa cyangwa 

bavugishwa , niba bategwa amatwi, icyubahiro yahawe , kugirirwa ibanga ndetse nukwihuta kwa 

serivisi ahabwa. 

Kuzuza urutonde rw‟ibibazo by‟ubushakashatsi biragutwara iminota hagati ya 30 kugera kuri 45. 
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Kwitabira ubushakashatsi  n’aho buzakorerwa   

Abazitabira ubushakashatsi ni ababyeyi batwite bari mubushakashatsi kubijyane no 

kuwisuzumishiriza mumatsinda  muri “Ibaruke neza Mubyeyi”mukigo nderabuzima cya 

Kabusunzu na Yove , n‟ababyeyi bizusumishiriza mu buryo bwo gusuzuma ababyeyibatwite 

ushingiye ku ntego bukorerwa umuntu ku giti cye mu bigo nderabuzima bya Muhima na Rangiro 

ho mu Rwanda. 

 

Ingaruka  mbi cyangwa imbogamizi zaterwa no kuba muri ubu bushakashatsi  

Ndemera ko kuba muri ubu bushakashatsi  , inkurikizi ari nkeya cyane kuberako ariko ukubaza 

ababyeyi ibibazo bigaragaza igipimo cyo kunyurwa kwabo mugihe cyo gusuzumwa batwite baba 

basuzumirwa mu matsinda cyangwa basuzumwa buburyo bugendeye kuntego umuntu ku giti 

cye. Ingaruka zaba ni ukubafatsa umwanya mukuzuza urupapuro rw‟amakuru kubijyanye no 

kunyurwa ndetse no kuri bamwe bagaragaza amarangamutima mugihe bari kubazwa amakuru ku 

bushakashatsi. Mugihe hagize ugira amarangamutima , azajyanwa ku mujyanama 

w‟kigonderabuzima kugirango abashe gufashwa. 

Inyungu : 

Nta nyungu y‟amafaranga cyangwa indi nyungu yo kuba muri   ubu bushakashatsi.Amakuru 

azava muri ubu bushakashatsi azatangwa muri minisiteri y‟ubuzima icyigo cy‟igihugu cyita ku 

buzima , ishami ryita ku buzima bw‟umubyeyi n‟umwana ndetse n‟abandi bashakashatsi 

kubyerekeye kunyurwa kw‟ababyeyi batwite bisuzumishiriza mumatsinda cyangwa se mu buryo 

bushingiye ku ntego ndetse n‟impamvu zaba zitera uko kunyurwa.  

Ikiguzi :  

Kwitabira ubu bushakashatsi nta  kiguzi bisaba kuberako ababyeyi batwite bazaba baba baje 

kwisuzumisha inda mu bigo nderabuzima biberamo ubushakashatsi. 

Ibihembo kubazitabira ubushakashatsi : 

Nta mafaranga cyangwa ikindi gihembo kizatangwa kubazitabira ubu bushakashatsi.  

Insimburamubyizi :  

 Nta mafaranga nzasubizwa igihe nitabiriye ubu bushakashatsi.  
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Uramutse ugize ikibazo : 

 Ikibazo icyo aricyo cyose kijyanye n‟ubushakashatsi  wahamagara cyangwa ukandikira , 

Yvonne Delphine Nsaba Uwera or kuri telefoni igendanwa :  +25078 3333341 cyagwa kuri 

murandasi ; yvodely@gmail.com 

Cyangwa se  

Sabine Musange (MD, MPH),Umwarimu muri kaminuza y‟u Rwanda , ishuru rikuru ry‟ubuzima 

rusange  kuri telefoni igendanwa ya +250788420378 . 

Ibibazo bijyanye n’uburenganzira bw’abitabira ubushakashatsi :  

Uwitabiriye ubushakashatsi waba afite ikibazo kijyanyen‟uburenganzira bwe yahamagara kuri 

telefoni igendanwa Yvonne Delphine Nsaba Uwera ya 0783333341 cyangwa akandika kuri 

murandasi : yvodely@gmail.com . Atanyuzwe , yahamagara uhagarariye ikigo gishinzwe 

ubushakashatsi mu ishuri rikuru y‟ubuzima , muri  kaminuza y‟U Rwanda  Makerere y‟I 

Bugande , Nyakubahwa Pr  Jean Bosco GAHUTU kuri telefoni igendanwa ya (+250) 783340040 

OR (+250) 0788490522.  

 

Gusakaza ibyavuye mu bushakashatsi  

Amakuru azava muri ubu bushakashatsi azaba ashobora kuboneka mu isomer rya Kaminuza ya 

Makerere I Bugande mu ishuri rikuru ry‟ubuzima , Mu biro by‟ushinzwe ubuzimamu turere 

tuzakorerwamo ubushakashatsi. , mu Isomero rya kaminuza y‟u Rwanda , irya minisiteri 

y‟ubuzima ndetse no kumushinga wita kubuzima bw‟abana n‟ababyeyi TSAM. 

Umuhskakashatsi kandi azatangaza ibyavuye muri ubu bushakashatsi , munama mpuzamahanga 

ndetse no mubiyamakuri by‟ubuzima. 

 

 Inyandiko y’ubushake bwo kwitabira ubushakashatsi : 

Abazitabira ubushakashatsi bazahabwa amahirwe yo kwitabira ubushakashatsi ku bushake  

 Cyangwa se gukakana kubwitabira , ntangaruka cyangwa se ibihano bizaba kubatitabiriye ubu 

bushakashatsi.  

 

 

 

mailto:yvodely@gmail.com
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Icyemezo cyo gukora ubushakashatsi  

Ubu bushakashatsi bwemejwe n‟ishuru rikuru ry‟ubuzima , na komite ikurikirana uburenganzira 

bw‟abagira uruhare mu bushakashatsi  muri  kaminuza ya Makerere , bwemejwe kandi n‟inama 

nkuru y‟ubushakashatsi ya Uganda. 

Kubika ibanga : 

 Amakuru utanze muri ubu bushakashatsi cyangwa ibizaba ku ifishi yawe bizagirwa ibanga ,  

ntawe uzabasha kubigeraho Atari mu bagize itsinda ry‟ubushakashatsi ,kandi bizabikwa ahantu 

hari umutekano usesuye .amazina cyangwa ibindi byose bikuranga bizakurwaho kanid 

ntibizahuzwa nawe. 

Ubaza amakuru ku bushakashatsi  yaganiriye kandi yatanze umwanya wo kubazwa ndetse no 

gusobanura bihagije ibijyanye n‟ubu bushakashatsi.Uramutse ufite ikindi kibazo cyangwa se 

ukeneye ubundi busobanuro wahamagara ukuriye komite ishinzwe  ibijyanye n‟uburenganzira 

bwa‟abagira uruhare mu bushakashatsi bwa kaminuza ya Kaminuza y‟U Rwanda Nyakubahwa 

Pr  Jean Bosco GAHUTU kuri telefoni igendanwa ya (+250) 783340040 OR (+250) 

0788490522.  

 

Inyandiko ku kwemera kwitabira ubushakashatsi  

Yvonne Delphine Nsaba Uwera yampaye ibisobanuro bihagije kubigendanye n‟ubushakashatsi 

ndetse n‟uko bukorwa , ingaruka n‟inyungu ndetse n‟uburenganzira bwanjye muri ubu 

bushakashatsi. Ndemera ko icyemezo cyanjye cyo kuba muri ubu bushakashatsi bitazagira 

ingaruka kuri serivisi mpabwa nipimisha inda.mugukoresha amakuru ntanga muri ubu 

bushakashatsi , ibindanga byose bizakurwaho.Namenyeshejwe kandi ko nshobora kuva muri ubu 

bushakashatsi igihe cyose mbishatse.  

Ndemera ko mugusinya iyi nyandiko nta burenganzira bwanjye nabumwe buhungabanijewe 

kandi ko ngiyemo kubushake.kopi y‟iyi nyandiko ndayihabwa kugirango nyigumane.  

 

Dushobora gukenera andi makuru agendanye no Kwisuzumisha utwite , ushobora gusiga nimero 

ya telefoni yawe hano. 

Tel:( +250)7……………………………  
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Ese dushobora kuba twaguhamagara haramutse hari ubundi bushakashatsi mu kwisuzumisha 

k‟umubyeyi utwite. 

1= Yego   

2= Oya  

Amazina ………….  Umukono cyangwa igikumwe by‟uwitabiriye ubushakashatsi 

………Imyaka   

 

 

Itariki  /ukwezi /umwaka..………………………… 

Izina n‟umukono by‟uhagarariye umubyeyi utazi gusoma no kwandika  

 

Amazina yombi  ………………………………..  umukono cyangwa igikumwe 

………………………… 

Itariki  /ukwezi /umwaka ……………………………………………. 

 

Amazinan‟umukono w‟umushakashatsi  

Amazina  …………………………. Umukono ………….. 

Itariki  /ukwezi /umwaka..………………………… 

 

 

                          Murakoze cyane kwitabira ubu bushakashatsi  
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Appendix V: Proposed time frame  

  

Activity January 

–May 

2018 

June 

2018 

Jul

y 

201

8 

Augu

st 

2018 

Sep

t 

201

8 

Oct 

201

8 

Dec20

18 

Jan 

201

9 

Feb 

201

9  

Marc

h 

2019 

Apri

l 

201

9 

Ma

y 

201

9 

June 

2019 

Proposal 

Developm

ent 

             

Presentatio

n to 

departmen

t and IRB 

             

Tool 

Testing 

             

Data 

collection 

             

Data entry              

Data 

analysis 

             

Draft write 

up 

             

Presentatio

n of results 

             

Update of 

draft 
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Appendix VII: Budget and justification 

 

 

Activity Item 

No of 

Units Unit Type 

Unit Cost 

(Rwandan 

francs ) 

Total Cost 

(Rwandan 

francs )  

Proposal 

Development 

Pens 5 pens 100 500 

Highlighters 3 High lighter 350 750 

Notebooks 3 Notebook 1000 3000 

Printing 200 Pages 50 10,000 

Spiral binding 4 Book 2,000 8,000 

File folders 2 File folder 1500 3,000 

Box file 1 Box file  10,000 10000 

External drive 1 

1T External 

drive 40000 40000 

Mifi (Modem) 1 Mifi 50,000 50,000 

Data bundles 10 GBs 30000 30,000 

Tools 

Translation  13 Pages  10000 130000 

   

Subtotal 285250 

IRB Approval 

Uganda  1 Fees 870000 87000 

Rwanda  1 Fee  435000 435000 

   

Subtotal 807250 

Tool Pre-testing 

Printing 50 Pages 50 2500 

Per-diem +lunch  2 Nights 22000 44000 

Transport  2 Days 10000 

            

40000 

   

Subtotal 86500 

Data Collection  Printing 6500 Pages 50 324,000 
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Per-diem _ 

lunch  33 Nights 22,000 726,000 

Transport  33 Days 10,000 330,000 

Research 

assistant 

 

30 

 

Day 

 

10,000 

 

300,000 

 

Recorder 1 = 50000 50000 

   

Subtotal 1400000 

Dissertation Writing  

Printing 500 Pages 50 25,000 

Binding 4 Book 2500 10,000 

   

Subtotal 35000 

 

GRAND 

TOTAL 

       

2,614,000 

 

 

Budget justification 

The requirements for the proposal development will cost 285250 Rfrs, As a requirement for all 

masters‟ students with scholarships, I will need  87000 Rfrs for research clearance with 

Institutional Review Board (IRB) in Uganda and approval from University of Rwanda College of 

Medicine and Health sciences research committee of435000 Rfrs. 

The tool pre testing will cost of 86500 Rfrs which will include printing materials research 

questionnaires, per-diem of 02 nights to facilitate my accommodation, feeding, and upkeep while 

in the field and transport. 

 

Data Collection will cost a total amount of 1400000 Rfrs including printing materials research 

questionnaires, per-diem to facilitate my accommodation, feeding, and upkeep while in the field, 

payment of research assistants and transport. 

Dissertation Writing will cost   35000 Rfr Including printing and binding. The grand total of this 

research budget is        2614000 Rfrs 
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Appendix VIII:   Makerere University , IRB College of Health Sciences  ethical approval 
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Appendix VIII:   Makerere University, College of Health Sciences, Nursing department 

recommendation letter  
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Appendix IX:   University of Rwanda, IRB College of Medicine and Health Sciences ethical 

approval  
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Appendix X:  Nyarugenge district approval letter to conduct research in Kabusunzu and 

Muhima health centers  
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Appendix XI:  Nyamasheke  district approval letter to conduct research in Rangiro  and 

Yove  health centers  
 

 


