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Abstract 

Background: To achieve better health outcomes it is important to identify those aspects of 

health care delivery system that determines patient satisfaction. The health care planners must 

therefore be cognizant of the opinions and expectations of those who utilize health care 

facilities to achieve better health outcomes. This also applies to maternal satisfaction. The 

study aimed to measure mothers satisfaction with maternity care and its association with 

various socio-demographic characteristics. 

Method: The study presented here is a quantitative cross-sectional study that utilizes 

secondary data from facility-based survey conducted in 12 different tertiary hospitals of 

Nepal and included client exit interviews  (n=43756). The maternal satisfaction association 

with different exposures and potential confounders was determined using multivariate logistic 

regression analysis. Statistical Package for Social Sciences (SPSS) was used for data analysis. 

Results:. Better information and counselling is seen to be associated with higher satisfaction 

and recommendation [AOR: 1.67 [1.60-1.75]] and [1.68[1.57-1.80], respectively. Higher 

level of delivery preparation indicates lower overall satisfaction [AOR: 0.70 [0.66-0.74]]. 

Mothers were seen to be less satisfied with the religious and cultural aspects of the maternal 

health services. Mothers age and sex of child was not seen to be significant with any 

outcome. 

Conclusion: Better information and counselling indicates more satisfaction and 

recommendation. Mothers delivery preparation is seen as a significant predictor of their 

overall satisfaction; therefore, this should be a part of education and information strategy for 

mothers from the different backgrounds. 

 

Keywords: Maternal satisfaction, quality of care, Nepal, maternity health services
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1 Introduction 

1.1 Background 

At the conclusion of the millennium development goals (MDGs) in 2015, the global 

prevalence of maternal mortality was brought down by approximately 44% since 1990 

(Moran et al., 2016). Although this was a marked improvement, it certainly did not comply 

with what had been set as the original target of reducing it by 75% (Moran et al., 2016). The 

sustainable development goals (SDGs) are a new set of comprehensive and ambitious 

development goals which include many targets including SDG-3, which aims to ensure 

healthy lives and to promote wellbeing at all ages (Budhathoki et al., 2017). The focus of 

SDG-3 is on public health related issues particularly maternal and neonatal health. The 

ambitious target set for this goal is to bring down maternal mortality to a global average of 

approximately less than 70 deaths per 100,000 live births until the year 2030. To achieve this 

target, it is imperative that the quality of maternal health services are improved through 

measures that address the social, economic and political issues associated with maternal 

health care (Moran et al., 2016), (Budhathoki et al., 2017). These ambitious new goals for the 

health outcomes and growing expectations of people, have raised the bar for achieving 

quality health care. The health care systems must optimize health care and deliver 

consistently in accordance with the expectations of the health care users and improve or 

maintain the health outcomes in changing contexts (Kruk et al., 2018). The health care 

planners must therefore be cognizant of the opinions and expectations of those who utilize 

health care facilities to achieve better outcomes. 

The utilization of health care services has considerably increased in lower and middle-income 

countries in recent past (Trimmer and Målqvist, 2019, Larson et al., 2017). The utilization of 

health care facilities, however, does not guarantee improvement of health care outcomes as 

evident from a study carried out in India, in which it was observed that increased access to 

deliveries in health care institutions, did not translate into reduced maternal mortality (Scott 

and Jha, 2014). The underlying reason for this paradox is that increased access to health care 

facilities in lower- and middle-income countries does not automatically ensure improved 

quality of health care. There is no universal definition for high quality health care, however 

the WHO and other organizations summarize the main indicators of high quality health care 

as being, safe, effective and patient-centred (Scott and Jha, 2014). The focus of many efforts 

in developing countries has been on the technical aspects of health care improvement, and 

very little efforts have been made to improve the interpersonal components of quality of care, 
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which is central to a patient-centred health care approach (Haddad and Fournier, 1995, 

Karkee et al., 2014). 

The logical question would be, as to how to improve quality of health care particularly in the 

context of maternal health in low- and middle-income countries. There have been several 

studies that identified aspects of quality of maternal health care that needs attention in order 

to improve maternal health outcomes. A study by Ith et. al has identified that in addition to 

removing geographical and financial barriers to increasing maternal health care access, it is 

also important that focus be put on attitudes and communication skills of the health care staff. 

They base their study on the several factors that influence the decisions made by mothers in 

order to choose a particular place for delivery, which included aspects such as attitudes of 

staff, supportive care during labour and birth along with the costs (Ith et al., 2013). A study 

carried out in secondary and tertiary referral hospitals in Nigeria, through focused group 

discussion with women, assessed their level of satisfaction with the care they received and 

their views regarding what needed to be done to improve patient satisfaction. The results of 

the study pointed out varied level of dissatisfaction with maternal care at these health 

facilities and that a ‘women friendly’ approach that takes account of their concerns and 

experiences, will be needed to improve the maternal health outcomes of these facilities 

(Okonofua et al., 2017). A qualitative study carried out at a teaching hospital in Ghana 

reported on women’s intrapartum experiences about health care such as respect given to 

them, technical skills of staff, provision of information, privacy and confidentiality, providers 

behaviour, pain management, midwife attitude and availability. The study concluded that the 

nursing education must incorporate interpersonal skills in order to improve the patient-

provider interaction and that this education should include the perspective of mothers 

regarding what they perceive as satisfactory maternal health services (Afaya et al., 2017). 

Patient satisfaction with health care services has been identified as a substantial indicator of 

health care quality. This link between patient satisfaction and health care services has been 

shown to be particularly strong in the field of perinatal care as women are particularly 

vulnerable at this moment in time due to the emotional and physical stress they endure. The 

attitude and behaviour of the health care staff is, therefore all the more significant (Takács et 

al., 2015). In a study done in Nepal correlation of women’s satisfaction of maternity care with 

intended future utilization was explored. The study identified that the willingness to return to 

the facility was strongly associated with information provided, the waiting time and overall 

care provided at the facility (Paudel et al., 2015). A very important component of quality of 
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care and utilization of health care services is the respectful behaviour that mother encounters 

during her pregnancy and child birth experience. Respectful maternal care (RMC) can be 

defined as an approach to maternal care that recognizes the fundamental rights of women and 

the new born, and to recognize their unique preferences.  There are several different domains 

that are recognized as being part of RMC from literature such as preservation of dignity and 

respect, privacy and respect for cultural and religious values  (Shakibazadeh et al., 2018). 

Mistreatment during child birth is an important determinant of dissatisfaction with the 

maternal health care. In order to promote a quality antenatal care that is respectful and 

preserve the existing cultural norms and values of the mother, the health care service 

providers in all settings must be made aware of these aspects of care (Hameed and Avan, 

2018). Conceptually defining maternal satisfaction is difficult as many different aspects can 

play a role in its determination. The different factors that control this satisfaction level are 

expectation of mothers, which can vary among women due to difference in context such as 

their socio-economic background, education level, individual preferences (Okonofua et al., 

2017, Lewis et al., 2016). In developed countries context it has been reported that women 

generally expect more support in post-natal period, than the level of health care support they 

receive (Beake et al., 2010). In low income settings the expectations of mothers are generally 

linked to adequacy of health facilities in terms of availability of medicines, equipment, 

accessibility along with the interpersonal aspects of health care (Onyeajam et al., 

2018).Together with the expectations and experience of the healthcare providers a complex 

picture emerges that leads towards overall maternal health outcome. The exploration of this 

diverse spectrum of expectations and opinions is very important to determine what is valued 

most with regards to a women-focused approach towards maternal health care (Lewis et al., 

2016). 

1.2 Theoretical framework 

The extent to which a mother is satisfied with her child birth experience, is dependent on how 

the surrounding ‘environment’ meets her physical and psychological needs (Stevens, 2011). 

There are many factors that determine the relationship between the perceived satisfaction of a 

mother and the surrounding ‘environment’. The satisfaction of mother is directly related to 

the compatibility between what are her preferences and what she experiences (Stevens, 

2011). It is the congruence between her subjective expectations and what she perceives 

through her experience. The theoretical framework that supports this hypothesis is the so-

called Person-Environment (PE) fit theory as proposed by Stevens in her study of mothers 
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perceived control of the birth environment and the corresponding satisfaction (Stevens, 

2011). The theory has been applied in other settings as well such as job satisfaction of 

employees in different working environments such as hospitals, universities and corporate 

environments (Caplan, 1987, Ton and Hansen, 2001). Its application can also be seen in 

social sciences dealing with psychosocial aspects of satisfaction such as old age and the 

changing environment (Lien, 2013). 

The PE fit theory is based on the premise that stress arises when there is misfit between the 

personal preferences or expectations and his or her environment. The theory has three main 

distinctions of which only two are relevant to the study presented. The most fundamental is 

the distinction between the person and their environment. The second distinction is between 

the objective and subjective manifestations of the person and the environment. The third 

distinction is manifested in the PE fit theory in two ways i.e. fit between demands from the 

environment and the person’s abilities (e.g. job requirement and personal skills) and secondly 

the fit between the needs of the person and what the environment supplies in conjunction to 

those needs.(Edwards et al., 1998) 

 The objective manifestations of the person and the environment are how both are in reality, 

whereas their subjective counterparts are how they are perceived subjectively by the person. 

Objective reality of a person is his or her attributes as they are in reality, whereas subjective 

person refers to the self-identity and self-awareness of the person. Similarly, the objective 

environment is the physical and social environment that is present irrespective of the person, 

whereas its subjective counterpart is what the person themselves perceive it to be. The four 

different correspondence that arise from these two distinctions are the correspondence 

between, the objective person and objective environment, the subjective person and 

subjective environment, the contact with reality i.e. how much the subjective environment 

corresponds to the objective environment and lastly accuracy of self-assessment i.e. how 

closely the self-assessment of a person corresponds to the objective person (Edwards et al., 

1998). 

 

The most relevant correspondence of PE fit theory that relates to maternal satisfaction during 

child birth, which is assessed in this study, is how the mothers subjective desire for control of 

the environment corresponds to actual experience she encounters i.e. the contact with reality 

(Stevens, 2011). The degree to which the preferences of the person, are met by the objective 
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environment in which the child birth takes place, results in corresponding level of satisfaction 

with regards to the experience, in accordance with the PE fit theory. There are four 

psychosocial predictors of mother’s satisfaction with child birth. These four predictors are the 

fit between mother’s desire for control and her perceived control, compatibility between 

mothers’ expectations and the actual delivery process that takes place (i.e. un planned c-

section), fit between the subjective desire of mother for social support during labour and the 

support available and finally the quality of caregiver-patient relationship (Stevens, 2011). The 

biopsychosocial model for maternal satisfaction with child birth is illustrated by the Figure 2 

below, as proposed by Stevens (Stevens, 2011). The model shows a schematic view of the 

several components of the overall maternal satisfaction with birth, which include aspects of 

mothers own expectations and desire and the corresponding experience that the mothers goes 

through in her child birth experience. 

 

Figure 1: Biopsychosocial model of satisfaction with child birth (Stevens, 2011) 

The maternal satisfaction is seen as the result of compatibility between those expectations 

and the actual experience. The components of the model studied here are shown in Figure 2. 
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Figure 2: maternal satisfaction and PE fit theory 

There have been several studies that have focused on the expectations and experiences of 

women before, during and after child birth. It has been observed that women in modern 

developed societies preferred the presence and availability of professional care in the initial 

period after they had given birth, thus preferring a prolonged stay in the postnatal period, 

which relates to many socio-demographic factors, which are different from the so called 

developing societies (Forster et al., 2008, Beake et al., 2010). In developing societies the 

preferences are quite varied depending on the context, for example women in urban settings 

identify qualities of the health care staff among the most important, whereas women in rural 

settings identified the quality of the facilities as the most important with regards to their 

satisfaction (Jenkins et al., 2014, Onyeajam et al., 2018). There is also difference between 

preferences of women who have been through the birth experience before, for example first 

time mothers are more interested in relational issues with the health care staff than the 

facilities available and the systems (Jenkins et al., 2014). 

It becomes apparent from the discussion that individual preferences of mothers, and thus their 

expectations,  are not necessarily identical, even in the same settings and contexts as many 

socio-demographic characteristics influence those preferences. From this perspective to 

achieve maternal satisfaction during child birth, in accordance with PE fit theory, the health 

system must be sensitive to the fact that individual preferences are varied. The same exposure 

will not lead to the same level of satisfaction as it has become apparent from the discussion 

above. This also means that the satisfaction measure is a crude estimation of the heath 

system’s capacity to meet the mother’s expectation. An increase in access to health facilities 



 Akila Asif  

13 

 

does not guarantee that maternal satisfaction will be achieved and in the context of Nepal, 

although there has been improvement in terms of increased access, however there is a need 

for assessment of whether the quality of care is also improved with regards to mothers 

satisfaction and recommendation of the health facilities (Karkee et al., 2014). 

1.3 Aim and research question 

The aim of this particular study is to assess mother’s overall satisfaction and her 

recommendation of the hospital to a friend with regards to the information and counselling 

she receives and her delivery preparation in Nepalese maternity hospitals. The study will also 

examine associated factors that might influence the level of overall satisfaction and 

recommendation, which results in her perception regarding the quality of care she receives. 

The need to know mother’s perception of quality of health care provided, is important as it 

affects the decision for availing maternity services. The labour and delivery process require 

emotional, culturally sensitive and respectful support and therefore, mother’s perception of 

the quality received is an important determinant for utilization of maternity services (Karkee 

et al., 2014). 

Research question 1: Is there any association between receiving information and counselling 

from health care providers, and mother’s satisfaction with hospital care, and her 

recommendation? 

Research question 2: Is mother’s preparation for delivery a significant predictor of her overall 

satisfaction and recommendation to a friend? 

A study done in Nepal points out the importance of birth preparedness for institutional 

delivery and post-delivery check-up. The important components identified in the study with 

regards to delivery preparedness include, saving money, arranging transport, contacting 

health staff and arranging blood donors (Nawal and Goli, 2013). In the present study the 

delivery preparation index also takes into account the various aspects of mothers preparation 

such as planning for the place to deliver, arranging transport, saving money for the expenses 

and arranging blood donors. 

It has been observed that Nepal has made progress with respect to increasing the number of 

institutional births and reducing maternal mortality, despite its status as a lower and middle 

income country. In the context of Nepal, the assessment of the maternal perception regarding 

quality of maternity services and health facilities has not been explored much(Karkee et al., 
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2014). The aim of this study is to identify the factors that are key elements of the quality of 

care in association with maternal satisfaction. 
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2 Method 

2.1 Study design 

The source of this quantitative cross-sectional study is an interventional study named 

NePeriQIP (Nepal Perinatal Quality Improvement Project). This project aims at developing a 

comprehensive neonatal care intervention during the perinatal period. The project intends to 

scale up the results obtained from an earlier project named HBB-QIC (Helping Babies 

Breathing Quality Improvement Cycle), which focused on Quality Improvement QI model 

for standard neonatal resuscitation in a tertiary hospital in Nepal (KC et al., 2017).  

The study presented here is a quantitative cross-sectional study that utilizes secondary data 

from facility-based survey. The study intended to explore perception of mothers regarding the 

quality of care received during child birth in different tertiary hospitals of Nepal.  

2.2 Study setting 

Nepal is a landlocked country in South Asia bordering India in the south and China in the 

north. The land area of the country mostly comprises of the Himalayan mountain range but 

also include plain areas in the south of the Indo-Gangetic plains. The population of Nepal is 

approximately 26 million with major part of the population living in rural areas. The life 

expectancy in Nepal at birth is 68 years where one fourth of the population live below 

poverty line. The overall literacy rate in Nepal is 66% with a relatively lower female literacy 

of 57% (Budhathoki et al., 2017). 

The health outcomes of citizens of Nepal has shown significant progress over the years as 

evident from the fact that it has been able to achieve impressive progress with regards to the 

Millennium Development Goals (MDG) of reducing infant and maternal mortality rates. This 

has resulted in a markedly increased life expectancy at birth, from 50 years in 1980 to 67 

years in 2011. The child mortality rate has declined mainly due to increased utilization of 

health services, adoption of family planning services and improvement of their nutritional 

status. The maternal mortality rate has dropped by 67% from 1996 to 2015. Despite all these 

improvements, there remains challenges towards further improving the health outcomes of 

the population due to several reasons (Ministry of Health Nepal, 2017). 

The complications during pregnancy and child birth are cited as the main reasons for 

maternal mortality (Ministry of Health Nepal, 2017). Antenatal care (ANC) is a systematic 

assessment and follow up of women during pregnancy, and its main principles are to provide 

advice, education and counselling. ANC visits consists of a prescribed set of tasks that 
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includes educating women for a safe child birth and to deal with emergencies and minor 

problems during pregnancy by the health care providers. The current recommendations for 

ANC stress the need to not only address the mother’s medical needs but also focus on their 

psychological and social needs, in order to improve the quality of care provided, which is 

increasingly recognized as a key element in the health care provision (Al-Ateeq and Al-

Rusaiess, 2015). In Nepal the government has promoted institutional births through its 

incentivisation and increasing accessibility of health facilities, however, there is need for 

focus on the quality aspects of care that takes into account the women perspectives of health 

care received (Paudel et al., 2015, Karkee et al., 2014). Improvement of antenatal care (ANC) 

is crucial for reducing maternal mortality as well as reducing still birth and neonatal 

mortality. As per the national guidelines of Nepal, women are expected to make at least four 

visits to the health facilities for ANC services. The visits are required in order to keep a 

follow up of the mother and foetus during the pregnancy. There does, however, exist 

differences between the urban and rural regions with regards to the availability and utilization 

of ANC services (Ministry of Health Nepal, 2017). 

The NePeriQIP project has been implemented in 12 public hospitals located in different 

districts of Nepal. The selected hospitals had a minimum of 1000 deliveries per year and an 

intra partum mortality rate of 20/1000 births. These are government district level hospitals 

serving as the referral hospitals for maternal and perinatal care, spread all across the country 

(KC et al., 2017).  

2.3 Study population 

The subject of this study and the NePeriQIP project are pregnant women with a gestational 

age of ≥22 weeks with a foetal heart sound at admission, who provide their consent to be part 

of this study. The range of age of pregnant women was from 15 to 49 years (KC et al., 2017). 

For the present study, those mothers whose child was less than 2000 g birth weight were 

excluded as well as those mothers who gave birth to a child with malformation. Mothers who 

gave birth to twins were also excluded from the study. The mode of delivery considered in 

this study is also limited to normal vaginal delivery without complications. The mothers who 

had still births were also excluded from this study. The reason for these exclusions is to 

insulate the outcomes of the study from any influence arising from any of the above 

mentioned scenarios. 
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2.4 Data collection 

The data for this study has been obtained from the exit interviews conducted by the data 

collectors team from the mothers discharged from all the 12 different hospitals in Nepal. The 

interview consisted of a semi-structured questionnaire that recorded the experiences from the 

mothers with regards to delivery care and descriptive background factors. The data is reliant 

on the recall of mothers with regards to these issues. The mothers who met the eligibility 

criteria were the ones who participated (n = 43756) in the study and the interviews were 

conducted after obtaining their written consent (KC et al., 2017).  

2.5 Variables 

Exposure variables: The experiences of mothers have been recorded through questions in the 

client exit interview after being discharged. The exposure variables are specified as answers 

obtained to a particular set of questions in the questionnaire. It is deduced from the research 

questions formulated above that there are certain type of exposures of the mothers during 

their perinatal care at the hospitals that are subject of this particular study such as the 

information and counselling received by them from the health care providers, the delivery 

preparation that the mothers have gone through for current pregnancy. 

The first of the exposures of the mothers, described above, is measured through their 

response to a set of nine questions regarding the information and counselling received from 

the health care providers. The list of these questions is provided in the annex. The answer to 

these questions are dichotomous i.e. Yes and No. A composite score for the information and 

counselling received is prepared in the form of an ‘information and counselling index’. An 

answer of ‘Yes’ corresponds to a score of 1 and ‘No’ corresponds to 0 on each question, 

which means that maximum of 9 and a minimum of 0 is obtained as the ‘information and 

counselling index’ score. The ‘information and counselling index’ is further dichotomized to 

a score of ‘High=0’ and ‘Low=1’, where High score corresponds to a composite score of 5 to 

9 whereas Low score corresponds to a composite score of 0 to 4. 

The second of the exposures i.e. delivery preparation of the mother is measured through their 

response to a set of six questions regarding her preparation before delivery. The list of 

question is provided in the annex. Each question has a dichotomous response of either Yes=1 

or No=0, and a composite score for the ‘delivery preparation index’ is obtained by summing 

up the response score to each question. The composite score has a maximum of 6 and a 

minimum of 0, which is further dichotomized to obtain two responses as the ‘delivery 
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preparation index’ i.e. High index that corresponds to a composite score of 4 to 6 is coded as 

0 and Low index that corresponds to a composite score of 0 to 3 is coded as 1. 

Outcome variables: The two outcome variables are the overall satisfaction of the mother and 

the recommendation of the health facility to a friend. The first of the outcome variable of 

mother’s overall satisfaction is measured through her answer to the question regarding the 

overall satisfaction with the services. The answer to this question was recorded on a Likert 

scale of 1 to 5 where 5 corresponds to very satisfied and 1 to very dissatisfied. The mother’s 

response has been re-scaled to a dichotomous scale of 1 and 0, where 1 corresponds to 

satisfied and 0 corresponds to not satisfied. The original Likert scale response of 5=very 

satisfied and 4=satisfied are re-coded to 1=satisfied; whereas original response of 3=neither, 

2=dissatisfied and 1=very dissatisfied, are re-coded to 0=not satisfied, in a new variable. The 

reason for assigning the option ‘neither’ to the category ‘not satisfied’ is the label itself, since 

we are not using a category label ‘dissatisfied’ in which case it would have been problematic 

to include the option ‘neither’. 

The second outcome variable is obtained from the answers of mothers to whether they would 

recommend a friend to deliver at that hospital. The response to this question was recorded in 

the questionnaire as three different response i.e. 1=yes, 0=no and 9=don’t know. In this study 

the scale is reduced to a dichotomous scale of 1=yes and 0=no (which also includes 9=don’t 

know) in a new variable. Along with the two main outcome variables there are two more sub 

questions that are used to further analyse the associations obtained for the different 

independent variables as well as covariates with the main outcomes. The first of the sub 

outcomes is the preservation of respect and dignity of the mother during her hospital stay, 

which is measured through the response of the mothers to one of the questions in the 

questionnaire. The question relates to whether the mother was treated with respect and her 

dignity was preserved during her hospital stay. The response of the mother to this question 

was recorded as either 1=yes or 0=No. The second sub outcome variable is the religious and 

cultural needs which is determined from whether the health service met the religious and 

cultural birthing practices of the mother and the response was similarly recorded as 1=yes or 

0=No. 

The potential confounders and covariates of the patient experience considered in this study 

are identified from literature from similar studies (Karkee et al., 2014, Trimmer and Målqvist, 

2019, Takács et al., 2015). The variables taken into consideration are age of mother, 
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caste/ethnicity, parity, sex of the child and the duration of stay at health facility after delivery, 

mothers education and her household income status. The age of mothers is given as a 

continuous variable, which in this study has been changed into a categorical variable by 

categorizing into three different categories i.e. ≤ 24 years, 25-34 and ≥ 35 (Lewis et al., 

2016). The duration of stay after a normal vaginal delivery was obtained from the data using 

the date of delivery and the date of discharge. The difference between the two dates was 

entered into a new continuous variable giving the number of days. This variable is than 

categorised into two categories i.e. stay at the hospital at the most 1 day, stay between 2 and 5 

as 1, 0 respectively. The parity as recorded in the data is divided into four categories i.e. 

nullipara = 1 (not experience prior pregnancy greater than 22 weeks), primipara = 2 (1 

previous child birth), multipara =3 (2-5 previous children) and Grand multipara =4 (more 

than 5 previous children). It has been recoded into two dichotomous categories of 

Nulliparity=0 composed on mothers who have not experienced pregnancy more than or equal 

to 22 weeks and Multiparity=1, that include all other categories of mothers who have at least 

1 or more children. Sex of the child is recorded in the data as male =0, female =1. The 

ethnicity/caste of the mothers are recorded in the data into five different categories i.e. 

Dalit=1, Janajati=2, Madhesi=3, Muslim=4, Brahman/Chhetri=5 and others=6. This variable 

is also dichotomised into two categories of high/advantagous caste/ethnic group and 

low/disadvantageous caste/ethnic group. The ethnic groups Brahmin/Chhetri and Janajati are 

assigned to the advantageous caste/ethnic group, whereas the remaining castes/ethnic groups 

are assigned to the disadvantageous group. In the new variable the advantageous group is 

assigned a score of 0 and the disadvantageous group a score of 1. The level of education is 

recorded in the data on a scale from 1 to 5, where 1=illiterate, 2= literate, 3=basic education, 

4=completed secondary and above, and 5=started higher. The education status is 

dichotomized to two categories one of which is ‘primary and below’ that include illiterate, 

literate and mothers with basic education; whereas the other category of ‘above primary’ 

include mothers who completed secondary and started higher education. ‘primary and below’ 

is scored as 1 and ‘above primary’ is scored as 0 in the new dichotomized variable. The 

income status of the household, to which the respondent belongs, is determined from the level 

of income based on which the household is categorized into two categories. The cut off 

between low and high income is taken as the average household income of Nepal (30,000 

NPR) i.e. above average income are considered high income (coded as 0) whereas average 

and below average are considered low income (coded as 1). All dichotomous independent 

variables are coded in such a way that 1 is assigned to the comparatively 
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vulnerable/disadvantaged group and 0 to the counterpart group. The characteristics of the 

study population are presented in  Table 1 below. 

2.6 Concept map 

The concept map shown in Figure  below shows the exposure, outcome variables together 

with the covariates/potential confounders. The map indicates the association between the 

exposure and outcome variables and their respective association with the covariates. 

 

Figure 3: Concept map 

 

2.7 Statistical analysis 

The statistical analysis is performed by using the statistical programme Statistical Package for 

Social Sciences (SPSS). The descriptive statistics of population is presented as numbers and 

percentages. The Pearson’s Chi Squared analysis is then used to analyse the data and obtain 

the significance levels and proportions for the different groups. Then a univariate logistic 

regression analysis is performed to determine the relationship between the chosen variables 

and to obtain a crude odds ratio for the different groups. Finally, the effect of different 

confounding variables is determined from a multivariate logistic regression analysis, which 

will result in adjusted odds ratios for the different groups. The selection of variables to be 

used in the multivariate analysis for model building is done in accordance with the so called 
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‘purposeful selection’ of covariates for logistic regression analysis in model building (Bursac 

et al., 2008). Variables that are found to be significant in the univariate analysis are chosen 

for the multivariate analysis. The traditional significance criteria of 0.05 does not identify 

variables that might be influential in the multivariate model, therefore a higher significance 

level of 0.25 is used to choose variables from the univariate analysis. The covariates from the 

multivariate model are then removed if they are found to be insignificant or if they do not 

cause confounding of at least 15% to 20% in any of the remaining predictors (Bursac et al., 

2008). 

2.8 Bias 

The study presented here include only those mothers who gave birth at the institutional birth 

facilities, which excludes all those births which take place outside this setting. The data 

collection is carried out by trained health staff in accordance with standardized protocols by 

health staff who were trained by health researchers, therefore the chances of procedural and 

design bias is very low. The information regarding the still births and neonatal deaths were 

taken from records by health staff, therefore there is a chance of reporting bias.   

The data obtained for this study is from the exit interview of the mothers after discharge from 

the hospital, which might introduce participant bias as their responses might be affected by 

several factors such as tendency to please or maintaining courtesy or there could also be a 

possibility of recall bias. 

2.9 Ethical considerations 

Permission to use the data has been obtained from the principal investigator of the NePeriQIP 

trial. The overall research project was approved by Nepal Health Research Council (ref 26-

2017). The data collection in the NePeriQIP project was done after obtaining written 

informed consent before conducting face to face exit interviews form which the data used 

here has been extracted. The World Medical Association (WMA) principles were adhered to 

in the conduct of this data collection. As the study done here is an observational study based 

on secondary data, the risks to the participants in the study are negligible especially since the 

identity of the participants was anonymised after data collection. The type of questions used 

in the questionnaire are relevant to the perinatal health issues and relevant to the particular 

context of the study setting (KC et al., 2017). 
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3 Results 

3.1 Descriptive data 

The total valid number of cases considered in this study, after taking account of the exclusion 

criteria, are 43756 from the data set. The age of mothers considered in this study is from 15 to 

49 years with a mean of 24 years. The socio-demographic characteristics of mothers are 

presented in Table 1. The age of majority of the respondents i.e. 98%, is below 35 years. 

Almost half of the respondents (49%) have not had a prior child birth experience. The 

education level of a very large percentage of the mothers (68.6%) is above primary education 

and 31.4% are either primary or below. The caste/ethnicity of the mothers are divided into 

dichotomous categories i.e. high/advantageous and low/disadvantageous caste/ethnicities. 

The two ethnic groups Chhetri/Brahman and Janajati are assigned as the advantageous 

caste/ethnic group (66%) and the remaining castes/ethnic groups (Madhesi, muslim and 

others) are assigned to the disadvantageous ethnic group (34%). A very large majority of 

83% mothers belong to household with an income less than the average household income of 

Nepal (30,000 NPR), whereas the remaining 17% belong to household income above the 

average income. 54% of the respondent mothers had given birth to a male child, whereas 

remaining 46% had given birth to a female child. 82% of the mothers reported to have not 

stayed longer than 1 day after an uncomplicated vaginal delivery, whereas almost 17% stayed 

longer between 2 to 5 days. 

Table 1: Socio-demographic characteristics of mothers (n=43756) 

Characteristic N Proportion (%) 

Mothers age (years)   

≤ 24 27402 62.6 

25 – 34 15464 35.3 

≥ 35 890 2.0 

Parity   

Nulliparity (never carried pregnancy greater than 22 weeks) 21632 49.4 

Multiparity (with 1 or more children) 22124 50.6 

Mothers education   

Above primary 30028 68.6 

Primary and below 13728 31.4 

Respondent Caste/Ethnicity   

High/advantageous caste 28926 66.1 
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Low/disadvantageous caste 14830 33.9 

Household income   

Above 30,000 NPR 7285 16.6 

30,000 NPR and below 36471 83.4 

Sex of child   

Boy 23432 53.6 

Girl 20324 46.4 

Duration of stay at hospital   

Less than 1 day 35450 82.2 

2 to 5 days 7505 17 

 

3.2 Group comparison 

The Chi square results presented below in Table 2, shows that there is significant difference 

between the groups for the outcome variable overall satisfaction, P < 0.05, for all the 

exposure variables. In the socio-demographic characteristics exceptions were observed for 

mothers age, which is not significant with regards to overall satisfaction outcome variable 

(P=0.14). The other exception is observed for the sex of the child, which is not significant 

with respect to the outcome i.e. the overall satisfaction (P=0.903). 

Table 2: Chi squared test results (overall satisfaction) (n=43756) 

Characteristic Overall Satisfaction 

  Not satisfied satisfied p-value 

Exposure variables     

Information and 
counselling 

High 7911 11333 0.000* 

Low 5181 12769 

Mothers delivery 

preparation 

High 2690 5927 0.000* 

Low 11767 16553 

Socio-demographic 
characteristics 

    

Mother’s age ≤ 24 9555 16656 0.14 

25 – 34 5317 9453 

≥ 35 285 569 

Parity Nulliparity 7927 12609 0.000* 

Multiparity 7230 14069 

Mother’s 

Caste/Ethnicity 

High/advantagous 

caste 

10258 17321 0.000* 
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Low/disadvantagous 

caste 

4899 9357 

Sex of child Boy 8118 14272 0.903 

Girl 7039 12406 

Duration of stay at 

hospital 

Less than 1 day 12218 21740 0.000* 

2 to 5 days 2388 3855 

Mothers Education Above primary 10249 18435 0.002* 

Primary and below 4908 8243 

Mothers household 

income 

Above 30,000 NPR 1757 5180 0.000* 

30,000 NPR and 

below 

13400 21498 

*Significant (p< 0.05) 

The Chi squared results for the second outcome variable are provided by Table 3, below. The 

exposure variable regarding delivery preparation is not significant with regards to the 

outcome variable recommendation to a friend (P=0.818). Similarly, the sex of the child is also 

not a significant predictor of the mother’s choice of recommendation to a friend (P=0.238). 

The mother’s age is, however, seen to be significant with respect to recommendation to a 

friend in contrast to its insignificant association to the previous outcome variable. 

Table 3: Chi squared test results (recommendation to a friend) (n=43756) 

Characteristic Recommendation to a friend 

 Categories No Yes p-value 

Exposure variables     

Information and 
counselling 

High 2883 16361 0.000* 

Low 1408 16542 

Mothers delivery 

preparation 

High 467 8150 0.818 

Low 1553 26767 

Socio-demographic 
characteristics 

    

Mother’s age ≤ 24 3334 22877 0.044* 

25 – 34 2000 12770 

≥ 35 119 735 

Parity Nulliparity 1426 19110 0.000* 

Multiparity 4027 17272 

Mother’s 

Caste/Ethnicity 

High/advantagous 

caste 

3819 23760 0.000* 
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Low/disadvantagous 

caste 

1634 12622 

Sex of child Boy 2959 19431 0.238 

Girl 2494 16951 

Duration of stay at 

hospital 

Less than 1 day 4150 29808 0.000* 

2 to 5 days 1008 5235 

Mothers Education Above primary 4196 24488 0.000* 

Primary and below 1257 11894 

Mothers household 

income 

Above 30,000 NPR 193 6744 0.000* 

30,000 NPR and 

below 

5260 29638 

*Significant (p< 0.05) 

 

3.3 Univariate logistic regression analysis 

The results of the univariate logistic regression, shown in Table 4, indicate that mothers age 

and the sex of the baby are not significant predictors of either of the two outcome variables. 

Mothers who give birth for the first time (nulliparity) [OR:1.22 (1.18-1.27)] are more likely 

to be overall satisfied compared to mothers who have already been through the child birth 

experience (multiparity). On the other hand, however, first time mothers are less likely to 

recommend to a friend [OR:0.32 (0.30-0.34)] compared to mothers who have already given 

birth before. Mothers belonging to upper castes/advantageous ethnic groups are more likely 

to be overall satisfied [OR:1.13 (1.08-1.18)] or recommend to a friend [OR:1.24 (1.17-1.32)] 

compared to mothers from lower castes/disadvantageous ethnic groups. Mothers who spend 

less than 24 hours after delivery at the hospital are seen to be significantly less likely to 

recommend to a friend [OR:0.70 (0.66-0.74)]. Mothers who are educated above primary level 

are less likely to be overall satisfied [OR:0.93 (0.895-0.98)] but more likely to recommend to 

a friend [OR1.62 (1.51-1.73)] compared to mothers with education level primary or below. 

Mothers belonging to households with high income level are less likely to be overall satisfied 

[OR: 0.54 (0.51-0.56)] and also less likely to recommend to a friend [OR: 0.16 (0.14-0.19)]. 

Table 4: Association between mother’s overall satisfaction/Recommendation to friend and mother’s socio-

demographic characteristics. Univariate logistic regression analysis (crude odds ratios) 

Characteristic Overall satisfaction Recommend to a friend 

 Not 
Satisfied 

(%) 

Satisfied 
(%) 

OR (95% CI) No (%) Yes (%) OR (95% CI) 
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Mothers age (years)       

≤ 24 36.5 63.5 0.87 (0.75-1.00) 12.7 87.3 1.11 (0.91-1.35) 

25 – 34 36.0 64.0 0.89 (0.77-1.03) 13.5 86.5 1.03 (0.85-1.26) 

≥ 35 33.4 66.6 Ref 13.9 86.1 Ref 

Parity       

Nulliparity 

38.6 61.4 

1.22 (1.18-

1.27)* 6.9 93.1 

0.32 (0.30-0.34)* 

Multiparity 33.9 66.1 Ref 18.9 81.1 Ref 

Respondent 

Caste/Ethnicity 

      

High/advantagous 

caste 37.2 62.8 

1.13 (1.08-

1.18)* 13.8 86.2 

1.24 (1.17-1.32)* 

Low/disadvantagous 

caste 34.4 65.6 

Ref 

11.5 88.5 

Ref 

Sex of child       

Boy 36.3 63.7 1.00 (0.96-1.04) 13.2 86.8 1.03 (0.98-1.02) 

Girl 36.2 63.8 Ref 12.8 87.2 Ref 

Duration of stay at 

hospital 

      

Less than 1 day 36.0 64.0 1.01 (0.97-1.06) 12.2 87.8 0.70 (0.66-0.74)* 

2 to 5 days 38.3 61.7 Ref 16.1 83.9 Ref 

Mothers education       

Above primary 

35.7 64.3 

0.93 (0.895-

o.98)* 14.6 85.4 

1.62 (1.51-1.73)* 

Primary and below 37.3 62.7 Ref 9.6 90.4 Ref 

Mothers household 

income   

 

  

 

Above 30,000 NPR 

25.3 74.7 

0.54 (0.51-

0.56)* 2.8 97.2 

0.16 (0.14-0.19)* 

30,000 NPR and 

below 38.4 61.6 

Ref 

15.1 84.9 

Ref 

*Significant (p< 0.05) 

 

Table 5 below summarize the results from the univariate analysis of the exposure variables 

against the two outcome variables. High information and counselling index correspond to 
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high overall satisfaction [OR:1.72 (1.65-1.86)] as well as high likelihood of recommendation 

to a friend [OR:2.07 (1.94-2.21)]. The mothers who score high on delivery preparation are 

seen to be less likely to be overall satisfied [OR:0.64 (0.60-0.67)], whereas delivery 

preparation has no significance for recommendation to a friend. 

Table 5: Association between mother’s overall satisfaction/Recommendation to friend and the exposure 

variables. Univariate logistic regression analysis (crude odds ratios) 

Characteristic  Overall satisfaction Recommend to a friend 

  Not 
Satisfied 

(%) 

Satisfied 
(%) 

OR (95% CI) No 

(%) 

Yes 

(%) 

OR (95% CI) 

Information and 
counselling 

High 

41.1 58.9 

1.72 (1.65-

1.86)* 15.0 85.0 

2.07 (1.94-2.21)* 

Low 28.9 71.1 Ref 7.8 92.2 Ref 

Mothers delivery 

preparation 

High 

31.2 68.8 

0.64 (0.60-

0.67)* 5.4 94.6 

1.00 (0.89-1.1) 

Low 41.6 58.4 Ref 5.5 94.5 Ref 

*Significant (p< 0.05) 

3.4 Multivariate logistic regression analysis 

The multivariate regression analysis results are shown below in Table 6 and Table 7. The 

results show the adjusted odds ratios for the two exposure variables, with respect to the two 

outcome variables. The multivariate models includes each of the two exposure variables and 

the covariates for both outcomes separately. Each of the two exposure variables and the 

significant covariates are run against the sub outcome variables in separate models. The 

analysis is performed and then one by one those variables are removed that are found to be 

insignificant. As a result of this the model is left with the significant covariates along with the 

exposure variables.  

In the model for high information and counselling index it is seen to be associated to more 

overall satisfaction [AOR: 1.67 [1.60-1.75]] compared to low information and counselling; 

whereas it is seen to be associated with more likelihood of recommendation to a friend 

[AOR: 1.68 [1.57-1.80]]. Mothers with education level above primary level are observed to 

be less likely to be overall [AOR: 0.95 [0.89-0.98]] satisfied with their experience; however 

more likely to recommend to a friend [AOR: 2.2 [2.02-2.39] than those with lower education 

level. The household income level of the mother is seen to be significant predictor of both 

outcome variables i.e. mothers from a high income household have a lower likelihood of 
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being overall satisfied [AOR: 0.68 [0.63-0.72]] as well as lower likelihood of 

recommendation to a friend [AOR: 0.11[0.09-0.14]]. Mothers belonging to an advantageous 

caste/ethnicity are more likely to be overall satisfied [AOR: 1.21 [1.15-1.27]] and also more 

likely to recommend to a friend [AOR: 1.26 [1.16-1.36]], compared to mothers from 

disadvantageous caste/ethnicities. Mothers who give birth for the first time are more likely to 

be overall satisfied [AOR:1.33 [1.28-1.39]] but less likely to recommend to a friend [AOR: 

0.23 [0.22-0.25]].  Longer than 24 hours stay at the hospital is associated with more 

likelihood of mother’s overall satisfaction [AOR: 1.07  [1.02-1.10]]; however, it is associated 

with a lower likelihood of recommendation to a friend [AOR: 0.63 [0.59-0.67]]. 

For the second exposure the model shows that the delivery preparation of a mother is 

associated with low overall satisfaction [AOR: 0.70 [0.66-0.74]] and statistically insignificant 

with respect to recommendation to a friend. Mothers with higher education (above primary) 

is seen to be positively associated with both outcome variables i.e. overall satisfaction 

[AOR:1.12 [1.07-1.18]] and recommendation to a friend [AOR:1.12 [1.07-1.18]]. Mothers 

from high income households are less likely to be overall satisfied [AOR:0.47[0.44-0.50]] 

and recommend to a friend [AOR:0.39 [0.33-0.46]] compared to those from low income 

households. Mothers parity is statistically insignificant for mothers overall satisfaction; 

however it is seen that first time mothers are less likely to recommend to a friend [AOR:0.75 

[0.67-0.80]] compared to multiparious mothers. Mothers from upper/advantageous caste are 

more likely to be overall satisfied [AOR:1.26 [1.197-1.32]]; however ethnicity/caste is 

statistically insignificant predictor of the mothers recommendation to a friend. Less than one 

day stay at hospital is associated to lower overall satisfaction [AOR:0.90 [0.86-0.95]]: 

however it is insignificant with respect to likelihood of recommendation to a friend [AOR: 

1.29 [0.96-1.68]]. 

Table 6: Association between mother’s overall satisfaction/Recommendation to friend and the exposure 

variable: information and counselling index. Multivariate logistic regression analysis displaying odds ratios 

adjusted for significant mother’s socio-demographic characteristics 

Characteristic  Overall satisfaction Recommend to a friend 

  AOR [95% CI] P-value AOR [95% CI] P-value 

Information and 

counselling 

High 1.67 [1.60-1.75]* 0.000 1.68 [1.57-1.80]* 0.000 

 Low Ref  Ref  

Mothers 

education 

Above 

primary 

0.95 [0.89-0.98]* 0.008 2.2 [2.02-2.39]* 0.000 



 Akila Asif  

30 

 

Primary and 

below 

Ref  Ref  

Mothers 

household 

income 

Above 30,000 

NPR 

0.68 [0.63-0.72]* 0.000 0.11[0.09-0.14]* 0.000 

30,000 NPR 

and below 

Ref  Ref  

Parity Nulliparious 1.33 [1.28-1.39]* 0.000 0.23 [0.22-0.25]* 0.000 

Multiparious Ref  Ref  

Ethnicity/Caste High/advanta

-gous caste 

1.21 [1.15-1.27]* 0.000 1.26 [1.16-1.36]* 0.000 

Low/disadvan

-tagous caste 

Ref  Ref  

Hospital stay Less than 1 

day 

1.07  [1.02-1.10]* 0.009 0.63 [0.59-0.67]* 0.000 

2 to 5 days Ref  Ref  

*Significant (p< 0.05) 

Table 7: Association between mother’s overall satisfaction/Recommendation to friend and the exposure 

variable: delivery preparation index. Multivariate logistic regression analysis displaying odds ratios adjusted for 

significant mother’s socio-demographic characteristics 

Characteristic  Overall satisfaction Recommend to a friend 

  AOR [95% CI] P-value AOR [95% CI] P-value 

Delivery 

preparation 

index 

High 0.70 [0.66-0.74]* 0.000 1.11 [0.99-1.24] 0.060 

 Low Ref  Ref  

Mothers 

education 

Above 

primary 

1.12 [1.07-1.18]* 0.000 1.32 [1.19-1.47]* 0.000 

Primary and 

below 

Ref  Ref  

Mothers 

household 

income 

Above 30,000 

NPR 

0.47[0.44-0.50]* 0.000 0.39 [0.33-0.46]* 0.000 

30,000 NPR 

and below 

Ref  Ref  

Parity Nulliparious 1.01 [0.95-1.03] 0.580 0.75 [0.67-0.80]* 0.000 

Multiparious Ref  Ref  

Ethnicity/Caste High/advanta

-gous caste 

1.26 [1.197-1.32]* 0.000 1.07[0.97-1.19] 0.175 
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Low/disadvan

-tagous caste 

Ref  Ref  

Hospital stay Less than 1 

day 

0.90 [0.86-0.95]* 0.070 1.29 [0.96-1.68] 0.02 

2 to 5 days Ref  Ref  

*Significant (p< 0.05) 
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4 Discussion 

The aim of the study presented here is to identify the key determinants of quality of care that 

are associated with maternal satisfaction and her recommendation of health care facilities. 

The study has found significant differences in satisfaction and recommendation level for 

different exposures to information and counselling as well as different level of delivery 

preparation taking into account the different socio-economic and socio-demographic 

characteristics of mothers. The study has certain limitations such as the data used in the study 

is from exit interviews, where there is a chance of courtesy bias from the respondents. Others 

include subjecting only mothers who gave birth through normal vaginal birth without 

malformation and low birth weight. Due to the nature of the quantitative study there is chance 

of not being able to fully explain maternal experiences as qualitative aspects are missing. The 

study was carried out in tertiary health facilities, some of which are located in close 

proximity, which can possibly limit the generalizability of the results. However, the strength 

of the study is the large sample size, questionnaire prepared in the Nepalese local language 

and with questions that are relevant to the Nepalese health issues and context. 

The results show that high information and counselling index indicates higher overall 

satisfaction of the mother, which is consistent with what has been observed in other studies. 

This has been established from previous studies where higher satisfaction of mothers has 

been observed to be positively associated with sharing of information and counselling  

(Trimmer and Målqvist, 2019, Larson et al., 2017, Clever et al., 2008). This points towards 

the fact that better information sharing and providing counselling to mothers is a key 

determinant of maternal satisfaction. The results also show that mothers with higher 

education and belonging to higher income households have lower overall satisfaction and 

recommendation of health facility . This indicates that higher education and economic status 

impacts the mothers expectations from the health services as they may have higher 

expectations, hence the lower overall satisfaction and recommendation of health 

facilities(Adeyinka et al., 2017). Studies have shown that educated mothers are more likely to 

communicate with the health service providers and actively participate in their interactions 

and thus be more demanding (Larson et al., 2017, Jafari Kelarijani et al., 2014) . Other 

studies also show comparatively lower satisfaction level for higher education among mothers 

(Azizam and Shamsuddin, 2015, Goodman et al., 2004). The reason for this is attributed to 

the generally high level of expectations of mothers, hence the lower level of satisfaction. 

Higher education level among mothers has also been observed to lead to more active 
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participation in the consultations regarding the delivery process (Trimmer and Målqvist, 

2019, Jensen et al., 2010), however this does not automatically guarantee maternal 

satisfaction with the birth process. The high expectations of mothers with high education 

level is explained through their desire for more consultations compared to lesser educated 

mothers; however health services are generally stressed due to patient load and might not 

meet their expectations (Azizam and Shamsuddin, 2015). Education of mother is not seen to 

be a significant predictor of her likelihood of recommendation to a friend. .similarly, from 

others studies income level has been observed to be associated with lower satisfaction level 

(Maharlouei et al., 2017, Jensen et al., 2010, Jafari Kelarijani et al., 2014). First time mothers 

are more satisfied and studies have shown that such mothers have more desire to be informed 

and focus more on interpersonal aspects, whereas multiparious mothers have been shown to 

have different approach that is focusing more on systems and facilities (Jenkins et al., 2014) . 

Therefore, better information sharing and counselling have a positive impact on maternal 

satisfaction for first time mothers. Studies have shown that in the Nepalese context, 

caste/ethnicity has influence on patient satisfaction outcome, as upper castes/ethnic groups 

have better opportunities for communication with health care providers, which translates into 

higher satisfaction and recommendation (McPherson et al., 2006, Trimmer and Målqvist, 

2019), as also found to be the case here in this study. This indicates presence of certain 

discrimination on the basis of ethnicities in the health service(Henderson et al., 2013). 

Mothers from upper castes/ethnic groups are also more likely [AOR1.47(1.15-1.98)] to agree 

that their respect and dignity was preserved, however they were not satisfied with the cultural 

and religious practices at the health facility [AOR: 0.77(0.71-0.83)]. High economic, 

educational and other socio-demographic characteristics are negatively associated with the 

religious and cultural needs being met.  

Mothers delivery preparation index score is seen to be negatively associated with her overall 

satisfaction; whereas there is insignificant association with recommendation of the health 

facility. It has been established from previous research that prior planning and having realistic 

expectations for child birth contributes towards higher satisfaction level of the mother (Kuo 

et al., 2010). The type of questions included in the delivery preparation index indicate how 

much prior preparation such as planning the place of delivery, transportation to the facility 

and securing finances through savings. Research has established that mothers desire active 

participation in the whole child birth process and want to feel in control of the whole process 

by being included in the decision making process (Gibbins and Thomson, 2001). The ability 



 Akila Asif  

35 

 

and planning the place of delivery, and arranging for the required transportation and financial 

requirements would therefore add substantially to the sense of ‘control’ that a mother desires 

(Gibbins and Thomson, 2001, Bossano et al., 2017),  and hence mothers expectations are 

accordingly higher. Lower satisfaction indicates that those expectations are not being met. 

Birth preparedness is an important indicator of institutional deliveries and postnatal check-

ups according to studies(Nawal and Goli, 2013, McPherson et al., 2006). It is seen from the 

results that better educated and upper caste/ethnic group mothers are more satisfied and more 

likely to recommend due to better access to information regarding preparation for delivery. 

Shorter stay at hospital is associated with lower maternal overall satisfaction as observed in 

other studies as well. Studies on post-delivery stay at hospital show that the satisfaction level 

of mother is higher for relatively longer stay at hospital (Forster et al., 2008, Klingner et al., 

1999). This preference for a longer stay has been attributed to two main reasons i.e. concern 

for the wellbeing of the baby and the need for support in the transition to motherhood, such as 

breast feeding support (Forster et al., 2008). Similarly, in lower and middle income settings it 

has also been observed that longer stay at the hospital is associated with higher level of 

satisfaction (Khammany et al., 2015). The respect and dignity of mother is seen only to be 

significantly associated with mothers ethnicity, whereas her opinion on religious and cultural 

aspects is significantly determined by the all the socio-economic and socio-demographic 

variables. It is seen that better socio-economic and socio-demographic characteristics 

indicated lower likelihood that the mother is satisfied with the religious and cultural aspects 

of the delivery. 





 Akila Asif  

37 

 

5 Conclusions 

The findings of this study highlight the importance of information and counselling for 

maternal overall satisfaction and her recommendation. In lower income settings such as 

Nepal improving information sharing and better counselling strategies will enhance the health 

outcomes. Possible discrimination on the basis of ethnicity and castes has been shown to be a 

likely reason for lower satisfaction and needs to be addressed. Information and counselling 

should be based on a broad understanding of different backgrounds of the mothers, which 

caters to their expectations. Mothers delivery preparation is a significant predictor of their 

overall satisfaction; therefore, this should be a part of education and information strategy for 

mothers from the different backgrounds. The study revealed that religious and cultural needs 

are a crucial determinant of mother’s perception of the quality of care compared to their 

dignity and respect. The study highlighted that mother’s satisfaction and recommendation are 

not necessarily function of the same determinants, so while she may be satisfied with quality 

of maternity care, she may not be inclined to recommend it to a friend. This indicates that a 

holistic approach is required that focuses on different dimensions of quality of health care 

provided. There is a need for comprehensive research to identify determinants of patient 

satisfaction in order to implement a patient-centred approach in the health system. 
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Annex 

variable description Original 

scale 

Recoded 

scale 

Values 

Maternal_Age Mothers age continuous categorical 1 = ≤ 24, 2 = 25-34, 3 = ≥ 35  

Q216 Monthly income continuous dichotomous 0 = 30,000 NPR and above, 

1 = below 30,000 NPR 

Ethnicity Mothers ethnicity categorical dichotomous 1 = (Dalit, Madhesi, Mulsim, 

others) 

0 = (Brahmin/Chhetri, 

Janajati) 

Parity Maternal Parity categorical dichotomous 1 = (Primipara, Multipara, 

Grand para), 0 = Nullipara 

Q234 Sex of the baby dichotomous - 1 = Girl, 0 = Boy 

Q209 Mothers education categorical dichotomous 1 = (illiterate, literate, basic 

education), 0 = (secondary 

and above, started higher) 

Q124 Delivery date Date categorical Stay_at_hospital = compute 

(Q146 - Q124) 

0 = (0 to 1 days), 1 = (2 to 5 

days) 

Q146 Date of discharge from 

hospital 

Date 

Information and counselling index 

Q247 Did you receive 

breastfeeding feeding 

counselling from skilled 

health service provider 

before discharge? 

Dichotomous 

(1=yes, 0 

=No) 

dichotomous 

Information and counselling 

index = compute 

(Q247+Q248+Q249+Q252 

+Q262+Q270+Q271+Q272 

+Q274) 

0 = (5 - 9) High 

1 = (0-4) Low 

Maximum score = 9 

Minimum score = 0 

Q248 Did you receive written or 

verbal information and 

counselling on exclusive 

breastfeeding until six 

complete months before 

discharchage? 

Dichotomous 

(1=yes, 0 

=No) 

Q249 Did you receive counselling 

on supplementary feeding 

after six complete months 

before discharge? 

Dichotomous 

(1=yes, 0 

=No) 
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Q252 Did you receive written or 

verbal information and 

counselling on nutrition and 

how to eat healthy? 

Dichotomous 

(1=yes, 0 

=No) 

Q262 Did you receive written or 

verbal information and 

counselling on how to keep 

the babies warm? 

Dichotomous 

(1=yes, 0 

=No) 

Q270 Did you receive counselling 

on chord care? 

Dichotomous 

(1=yes, 0 

=No) 

Q271 Did you receive counselling 

on how to maintain hygiene 

(clean) of mother and 

babies? 

Dichotomous 

(1=yes, 0 

=No) 

Q272 Did the health worker 

counsel you on danger signs 

of mothers during delivery 

and post natal period? 

Dichotomous 

(1=yes, 0 

=No) 

Q274 Did the health worker 

counsel you on danger signs 

of the baby during delivery 

and postnatal period? 

Dichotomous 

(1=yes, 0 

=No) 

Delivery preparation index 

Q231 Delivery preparation Dichotomous 

(1=yes, 0 

=No) 

Dichotomous Delivery preparation index 

= compute 

(Q231+Q231_A+Q231_B+ 

+Q231_C+Q231_D+Q231_E) 

0 = (4- 6) High 

1 = (0-3) Low 

Maximum score = 6 

Minimum score = 0 

Q231_A Did you plan where to 

deliver? 

Dichotomous 

(1=yes, 0 

=No) 

Q231_B Did you plan for transport to 

delivery? 

Dichotomous 

(1=yes, 0 

=No) 

Q231_C Did you save money for 

expenses? 

Dichotomous 

(1=yes, 0 

=No) 
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Q231_D Did you have two blood 

donors? 

Dichotomous 

(1=yes, 0 

=No) 

Q231_E Any other preparations? Dichotomous 

(1=yes, 0 

=No) 

Outcome variables 

Q293 Overall, how satisfied are 

you with the services? 

categorical dichotomous 1 = (very satisfied, 

satisfied), 0 = (neither, 

dissatisfied, very 

dissatisfied) 

Q294 Would you recommend a 

friend to deliver at this 

hospital? 

categorical - 1 = yes, 0 = No 

Q284 Did the health services meet 

your religious and cultural 

birthing practice needs? 

dichotomous - 1 = yes, 0 = No 

Q283 Were you treated with 

respect and was your 

dignity preserved during 

your stay at the hospital? 

dichotomous - 1 = yes, 0 = No 

 


